Ni D CAL November, 


ON MEASURING THE NEED FOR PHYSICIANS 
ERADICATE TUBERCULOSIS 


INDUSTRIAL PSYCHIATRY 


Journal for the Family Physician 


@ 


now 
Librium» 
Injectable 
: takes its 
_ place among your 
essential drugs 


For rapid response in acute agitation and hyperactivity, anx- 
iety and phobia, hysteria and panic states, alcoholism and drug 
withdrawal reactions; or in severe emotional disturbances where 
oral administration is impractical—Librium Injectable. 


in the 1001 emergency situations of daily practice and in the 
hospital emergency room when immediate calming is required for 
anxious, agitated, restless, confused, disoriented, obstreperous, 
protesting or panicky patients—Librium Injectable—in situations 
ranging from accident cases to tragic life events; from behavior 
crises to emotional crises; from alcoholic DT’s and hallucinosis 
to drug withdrawal or postconvulsive reactions; from upsetting 
diagnostic procedures to pre- and postoperative states. 


LIBRIUM 


injectable 


Librium HCI Injectable is supplied in 100-mg ampuls 
for parenteral administration. 

Consult literature and dosage information, available 
on request. before administering. 

LIBRIUM@ Hydrochloride — 7-chloro-2-methylamino-5- 
pheny!-3H-1,4-benzodiazepine 4-oxide hydrochloride 


LABORATORIES - Division of Hoffmann-La Roche Inc. 
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Hypertension and 
congestive failure 
controlled with 
Serpasil-Esidrix’ 


Photographs used with permission of the patient. 


Serpasil-Esidrix’ 


(reserpine and hydrochlorothiazide cisa) 


Mr. H.V., a 61-year-old retired pharma- 
cist with hypertensive arteriosclerotic 
heart disease, was hospitalized in 1957 
after a myocardial infarction. Blood 
pressure at this time ranged from 176/ 
100 to 184/106 mm. Hg. The patient 
had associated congestive failure with 
ankle edema and dyspnea. 
Serpasil-Esidrix Tablets #1 were 
added to the existing regimen of digi- 
talis and low-salt diet in April, 1959. In 
the first 6 weeks of treatment, blood 


pressure decreased steadily to a range 
of 156/80 to 166/84 mm. Hg. Exami- 
nation at the end of 6 weeks revealed 
no evidence of congestive failure. Neck 
veins were no longer distended; ankle 
edema was not present. 

Mr. V.’s blood pressure is now stabi- 
lized at a satisfactory level and he has 
had no side effects from Serpasil- 
Esidrix. He can climb stairs without 
shortness of breath; he gets around 
more easily and feels better generally. 
Serpasil-Esidrix combines in one tab- 
let the antihypertensive and calming 
effects of Serpasil with the diuretic and 
antihypertensive-potentiating actions 
of Esidrix— for control of high blood 
pressure plus many complications. 


SUPPLIED: Tablets #2 (light orange), 
each containing 0.1 mg. Serpasil and 
50 mg. Esidrix; bottles of 100. 
Tablets #1 (light orange), each con- 
taining 0.1 mg. Serpasil and 25 mg. 
Esidrix; bottles of 100. 

Serpasit® (reserpine 

Esiprix® (hydrochlorothiazide cisa) 

For complete information about Serpasil- 
Esidrix (including dosage, cautions, and side 
effects), see 1961 Physicians’ Desk Reference 
or write CIBA, Summit, N. J. ‘ 
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Opinions expressed in 
articles are those of the 
authors and do not neces- 
sarily reflect the opinion of 
the editors or the Journal. 


Medical Times is published monthly by Romaine Pierson Publishers, 
Inc., with publication offices at 34 North Crystal Street, East 
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circulation publication at East Stroudsburg, Pa. Postmaster: If 
undelivered, please send form 3579 to Medical Times, 1447 Northern 
Boulevard, Manhasset, Long Island, N.Y. 
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BUFFERIN 


a basic drug in the management of 


ARTHRITIS 


all of the newer so-called “miracle drugs,” salicylates still 
remain the most effective antirheumatic and analgesic agents in the treat- 


ment of 


4 Cost of the patients seeking relief of symptoms are usually in 
the stage of exacerbation and remission, with only slight deformities. 
...In that group, the best results are obtained from a combination of 
salicylates and steroids in addition to physical therapy. Bufferin is given 
in varying doses until maximum results have been nama ° 


e e . . Bufferin should be taken on arising to overcome stiffness, and 
the dose should usually be repeated before each physical therapy pro- 
cedure to prevent excessive pain. Two tablets of Bufferin are also taken 
at bedtime to reduce pain, thus allowing the individual to fall asleep. 99 ° 


*Paul, W. D.: Rehabilitation in Rheumatoid Arthritis, South. M. J. 53:492 (April) 1960. 
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A doctor can be everything to all men: medical advisor, 
spiritual counsellor, yes, to some, even an income tax de- 
duction. Our cover this month, however, is dedicated to 
the doctor in a little known role—that of teacher. More 
specifically, our “cover doctor”, Dr. Marvin Chernow, 
Assistant Director of Laboratories at Norwalk Hospital, 
Norwalk, Conn., is pleasantly engaged in giving a lesson in 
pathology of the female breast to a classroom full of stu- 
dent nurses. “Am 7 like that?” the nurse in the foreground 
seems to be wondering. To our cover artist, Alex Ross, this 
wasn’t a class in pathology but, rather, a dream come true. 
“I never had so many models pose for me before at one 
time,” he'll tell you gleefully, “—and all of them for free!” 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 
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RECORD 

MAY TELL YOU... 
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Reagent Tablets 
only 
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Pertorm Test © Record Date and 
Time of Test ™ 
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WHAT YOUR 
DIABETIC DOESN’T! 


for day-to-day appraisal of diabetic control 


color-calibrated 


CLINITEST 


standardized test for reliable quantitative estimations 


*Each Clinitest Set, and reagent tablet refill, contains a 
Graphic Analysis Record. Daily urine-sugar readings may 
be plotted to form a useful “profile” that helps to evalu- 
ate, at a glance, individual trends and degree of control. 
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ATIENTS WITH SEVERE URINARY PAIN WANT RELIEF 


® 
brand of phenazopyridine HCl 
bawaee - Two Pyridium tablets t.i.d. relieve the pain AVERAGE DOSE: Adults—2 tablets ti.d. Children 9 to 
. ‘i of urinary infection in only 30 minutes. Dur- !2-! tablet t.i.d. suppLiep: 0.1 Gm. tablets, bottles of 
ing the first 3 to 4 days of therapy, Pyridium, 50: PRECAUTIONS: eer 
traindicated in patients with 
- : prescribed along with any antibacterial of 


renal insufficiency and/or severe 


oa your choice, will make your patient comfort- hepatitis. Full dosage information, pew, 
able until the antibacterial reduces inflam-  gyailable on request, should be 
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‘They Bounce Back Fast 


acetaminophen 


antipyretic / analgesic 


He’s the same young patient who was feverish and listless yesterday —Tylenol quickly 
brings fever and discomfort under control. 
Tylenol is safe, exceptionally free from side effects':?...well tolerated by children.! 


AFTER T&A, the gentle antifebrile-analgesic action of Tylenol 
reduces restlessness, aids recuperation. 


TYLENOL ELIXIR—120 mg. (2 gr.) per 5 cc.; 4 and 12 fl. oz. bottles 
TYLENOL DROPS—<«o mg. (1 gr.) per 0.6 cc.; 15 cc. bottles with calibrated droppers 1.cornely, D. A., and Ritter, J. A.: 
For adults and older children: TYLENOL TABLETS—S5 gr. (300 mg.) 


gesic, J.A.M.A. 160:1219-1221 (April 7) 
1956. 


2. Mintz, A. A.: Management of the Febrile 
Cc Child, J. Ky. Acad. Gen. Pract. 5:26-31 


McNeil Laboratories, Inc., Fort Washington, Pa. oo 
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Why do we say Mysteclin-F is decisive in infection? 


because... it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because ...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 

Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F' 


for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 
*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


i li see your Squibb Squibb Quality — 


Squibb Phosphate-Potentiated Tetracy (sumvem) plus Amp 
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allergy-free 
for 
months 


with a one week course of daily injections 
regardless of the. offending allergens 


Anergex—one injection daily for 6 to 8 days—usually 
provides prompt relief that persists for months, re- 
gardless of the offending allergens or the symptoms 
present. This allergy-free state can be maintained by 
occasional booster doses, if indicated. 

Anergex—a specially prepared botanical extract—is 
nonspecific in action; it eliminates skin testing and 
long drawn-out desensitizing procedures—a single 
one-week course of daily injections is usually adequate. 


Marked improvement or complete relief was obtained 
in over 70% of more than 5,000 patients*. 


Effective in seasonal and nonseasonal rhinitis (pollens, dust, 
dander, molds, foods); allergic asthma; asthmatic bronchitis in 
children; eczema; food sensitivities. Anergex seems more effec- 
tive if given during exposure to the offending allergens, or when 
the patient has symptoms. 


Available: Vials of 8 ml.—one average treatment course. Each 
ml. contains 40 mg. specially prepared extractives of the Toxi- 
codendron quercifolium plant. 


*WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 
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Therapeutic Reference 


The following index contains all the products advertised in this issue. Each 
product has been listed under the heading describing its major function. By 
referring to the pages listed, the reader can obtain more information. All of the 
products listed are registered trademarks, except those with an asterisk (*). 


Allergic Disorders and Asthma 


Anergex 

Dimetapp Extentabs 203a 

Disomer 187a, 188a 

Disophrol 187a, 189a 

Elixophyllin 101la 

Nephenalin 240a 

Novahistine, Novahistine-DH 62a, 63a 
Quadrinal 117a 

Tedral 17la 

Tyzine Pediatric Nasal Drops 175a 


Analgesics, Narcotics, Sedatives and 
Anesthetics 


Carbrital 18a 

Dilaudid 207a 

Empirin Compound, Empirin Compound with 
Codeine Phosphate 159a 

Equagesic 11l4a, 115Sa 

Midrin Capsules 222a 

Noludar 300 135a 

Phenaphen, Phenaphen with Codeine 123a 

Plexonal 226a, 227a 

Tylenol 12a 


Antacids and Intestinal Adsorbents 
Maalox 197a 

Mylanta 14la 

Oxaine M Opposite page 177a; 177a 


Antibiotics and Chemotherapeutic Agents 
Bicillin Oral Suspension 59a 

Chloromycetin 152a, 153a 

Declomycin 182a, 183a 

Mysteclin-F 14a 

Sulfose 7la 

Tao 104a, 105a 

Terramycin Between pages 160a, 16la 


Antidepressants 
Elavil 77a thru 80a 


(VOL. 89, NO. 11) NOVEMBER 1961 


Monase 83a, 90a, 161la, 168a, 176a 
Niamid 52a, 53a 


A ti ti 
Bonadoxin 215a 


Antiinflammatories 
Tandearil 145a 


Antivirals 
Reticulose Between pages 90a, 91a 


Arthritic Disorders and Gout 


Aristogesic 72a, 73a 
Bufferin 6a 
Decagesic 19la 


Cardiovascular Disorders 


Butiserpine 65a 
Digitaline Nativelle 36a 
Equanitrate 155a 
Esidrix-K 57a 
Gitaligin 47a 
Hydropres 34a, 35a 
Hygroton 219a 
Ismelin 110a, Illa 
Nitrovas 190a 
Pronestyl Hydrochloride 221la 
Serpasil-Esidrix 3a 
Tindal 18la 


Central Nervous Stimulants 
Geroniazol TT 100a 


Choleretics and Hydrocholeretics 
Supligol Tablets 75a 


17a 
2 


rbrita barbital sodium and carbromal in Kapseals» and 
Carbrital (pentobarbita ium and carbrom 


Contraceptives 
Immolin 44a 

Koro-Flex 223a 
Lanesta Gel 118a 


Ramses Bendex Prophylactics 64a 


Cough Control 


Actifed-C Expectorant 30a 
Benylin Expectorant 2l1la 
Hycomine Syrup 195a 
Pediacof 43a 
Phenergan Expectorant 
Quelidrine 120a 

Ulo Syrup Between pages 74a, 75a 
Ulogesic Tablets Between pages 74a, 75a 
Ulominic Syrup Between pages 74a, 75a 


4a 


Diabetes 


DBI, DBI, T.D. 98a, 99a 
Diabinese 112a, 113a 
Orinase 85a 


Diagnostic Agents 


Color-Calibrated Clinitest 8a 


Diarrheal Disorders 
Donnagel 3la 


Furoxone Liquid 66a 
Sorboquel 84a 


Digestants 
Phazyme 42a 


Diuretics 
149a 
26a, 157a 


Cyclex 
Diuril 


Enzyme Therapy 


Avazyme 92a 
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Epilepsy 
Dilantin 48a, 49a 
Mebaral 239a 


Continued 


Equipment and Supplies 


B-D Multifit Syringe 
B-D Yale Disposable 


Wilson Tru-Touch Gloves 


28a 
Needle 28a 
229a 


Eye, Ear, Nose and Throat Preparations 


Aspergum 
Furacin Ophthalmic 
NeoDecadron Ophthal 
Orabiotic 
Otobione 187a, 189a 
Otobiotic 187a, 188a 
Tetrazets 185a 


T.P.L. Troches 214a 


187a, 188a 


37a 


mic Ointment 235a 


187a, 189a 


Foods and Beverages 


12 


Campbell’s Soups 


la 


Carnation Instant Chocolate Drink 


Between pages 128a, 129a 


G.U. Preparations and Antiseptics 


192a, 193a 
10a 
Thiosulfil Forte 
Urised 


Furadantin 
Pyridium 


224a, 225a 


H tini 


Chel-Iron 82a 
Ferro-Sequels 167a 
Livitamin 86a, 87a 
Mol-Iron Chronosules 
Roncovite-mf 45a 


164a, 165a 


27a 


Hemorrhoids and Rectal Disorders 


Anusol, Anusol-HC 


233a 
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Fostex treats 
pimples-blackheads-acne 
while they wash 


Fostex contains: Sebulytic® base 
(unique, penetrating, surface- 


H active combination of soapless 

degreases the skin praises and wetting agents*) 

with remarkable antiseborrheic, 

keratolytic and antibacterial 

helps remove blackheads peng . « enhanced by micro- 
pulverized sulfur 2%, salicylic acid 


dries and peels the skin 2% and hexachlorophene 1%. 


“sodium laury! sulfoacetate, sodium alky! 
ary! polyether sulfonate and sodium diocty! 
sulfosuccinate. 


Patients like Fostex because it’s so easy to Fostex Cream and Fostex Cake 


are interchangeable for thera- 


use. Instead of using soap, they simply wash _Beutic washing of the skin. Fostex 


Cream is approximately twice as 


acne skin with Fostex Cream or Fostex Cake drying as Fostex Cake. Supplied: 


Fostex Cake—bar form. Fostex 


2to 4times daily. Cream—4.5 oz. jars. Also used as 


a therapeutic shampoo in dan- 
druff and oily scalp. 


And...since continuous 24-hour drying and peeling of acne skin is essential, 
FOSTRIL (a new, flesh-tinted drying lotion) should be used once or twice daily in addition 
to Fostex therapeutic washings. Fostril® contains Liposec® (polyoxyethylene lauryl ether), 
a new, surface-active drying agent used for the first time in acne treatment. This agent, 
with 2% micropulverized sulfur and a zinc oxide, talc and bentonite base, provides 
Fostril with excellent drying properties. Fostril also contains 1% hexachlorophene. 
Available: Fostril, 1% oz. tubes. Fostril-HC (4% hydrocortisone) 25 gm. tubes. 


WESTWOOD PHARMACEUTICALS . Buffalo 13, New York 
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Infant Formulas and Milk 


Carnalac 4la 
Enfamil 199a 


Insurance and Investments 
Standard & Poor’s 137a 


Laxatives and Anticonstipation Preparations 


Dorbane, Dorbantyl, Dorbantyl Forte 143a 
Dulcolax 68a 
Maltsupex 208a 


Muscle Relaxants 


Parafon Forte 200a, 201la 
Rela 
Soma 163a 


Parkinsonism 


Artane 23la 
Cogentin Cover 4 


Respiratory Tract Infections 
Hycomine Compound Tablets 94a 


Skin Disorders and Antibacterials 


A & D Ointment 70a 

Advicin Topical 67a 

Alphosyl Lubricating Cream 108a, 109a 
Cor-Tar-Quin 13la 

Diaparene 15la 

Fostex 20a 

Fulvicin 67a 

pHisoAc 179a 

pHisoHex 179a 

Sulpho-Lac 232a 


Steroids and Hormones 
Decadron 217a 
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Dianabol 172a, 173a 
Durabolin Cover 3 
Enovid 102a 

Medrol 212a, 213a 
Panzalone 209a 
Veriderm 54a 


Tranquilizers 

Atarax 125a 

Librium Injectable Cover 2 
Listica 95a, 96a, 97a 
Mellaril 22a, 23a 
Trepidone 138a, 139a 


Ulcer Management 


Aludrox, Aludrox 178a 
Enarax 8la 

Nactisol 55a 

Pathibamate 60a, 6la 


Vaginal Preparations 

Milibis Vaginal Suppository 5la 
Sultrin Cream 9la 

Trichotine 127a 

Trimagill 133a 

Vagisec 237a 


Vertigo 


Tigacol 24a 


Vitamins and Nutrients 

Adabee 119a 

Eldec Kapseals 205a 

Gevrestin 32a 

Pramilets, Pramilets-F 146a, 147a 
Theragran 38a, 39a 


Weight Control 


Bamadex Sequels 88a, 89a 
Phantos 169a 
Preludin 106a 
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THIORIDAZINE HC! 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety . 


and ‘screens 
certain side effects 
of tranquilizers, 
making it 

virtually free of: 


ATION 


DICE 
ISM 
ASIA 


+ 


SENSITIVITY 


a “The aim of current chemical, pharmacological, and clinical investigations of the phenothiazines is to find derivatives 
" possessing potent and selective tranquilization with a minimurn of toxic action....In agreement with the published 
a results of other investigators, we believe that thioridazine [Mellaril] shows a greater specificity of tranquilizing action 


and freedom from serious toxic effects when compared with some of the other phenothiazines.”' 
In the Menopause: A series of 150 menopausal patients were observed during Thioridazine (Mellaril) therapy 
for two years. Most patients had multiple complaints; the chief ones listed: tension, insomnia, depression, 
fatigue and lethargy, irritability, chills, hot flashes and night sweats. The author states “The results were 
extremely good in those patients whose chief complaint was that of insomnia, tension, nervousness and, in gen- 
eral, the large group of menopausal symptoms that are due to disturbances of the psyche. The sense of ‘well 
being’ afforded these patients definitely decreased the intensity of ‘hot flashes’ and night sweats. ... Eighty- 
five per cent of patients complaining of insomnia, nervousness and irritability received excellent relief.” ? 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety in both 


ORIGINAL 
ambulatory and hospitalized patients. RESEARCH 
Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients — 100 mg. SERVING THE 


t.i.d. Dosage must be individually adjusted until optimal response. Maximum recommended dos- 
age: 800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 

1. David, N. A., Logan, N. D., and Porter, G. A.: Evaluation of Thioridazine (Mellaril), a new phenothiazine, 
in the hospitalized patient, A.M. & C.T. 7:364, June 1960. 2. Caldwell, W. G.: Emotional Disorders in the 


Menopause and Treatment with Thioridazine, presented at Bahamas Conference on Internal Medicine, 
Nassau, Bahamas, April 30-May 6, 1961. 
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ch 50 me Ronn om of a 10 bottles of 50. USUAL ADULT DOSAGE: One 


| 


a a FIC ACTIONS @ FEWER SIDE REACTIONS New Tigacol facilitates the symptomatic control 0 =e 
symptoms of vertigo whether due to labyrinthitis, Meniere's sytdrome, impai 
. _ Tigacol offers you the clini oe , impaired cerebral circulation or of nonspecific origin 
ers you clinically proven adv. origin. 
therapy.” withdrawn. There are no known contraindications, but as with wiht Te 


tion in discussing their symptoms with physi- 

cians. I will never forget the patient who said, 

“I awoke this morning with this pain in my 
neck. It hurts but does not decapitate me.” 

S. D., M.D. 

Floral Park, N. Y. 


A Day of Rest 


An obese lady had delivered her seventh 
child, had her postpartum checkup at which 
time she was fitted for a diaphragm and in- 
structed in its use and had now returned, after 
only a few months, to the prenatal clinic. She 
was then quizzed about the diaphragm and its 


(VOL. 89, NO. 11) NOVEMBER 1961 


Off the Record... 
Contributions describing actual and unusual happenings in 
your practice are welcome, For obvious reasons only your 
initials will be published. An imported sculptulite figurine 
- + an amusing caricature of a physician... will be 
sent in appreciation for each accepted contribution. 
e Thanks for the Compliment use and she answered that she had used it all 
I recently ushered in a very young bride, the time and in the proper manner. In a final 
. who had returned from her honeymoon with attempt to decide whether this was a true 
a rather profuse leucorrhea. I explained that failure or improper use she was asked, “Are 
= this was not too unusual for recently married you sure you didn’t forget to use it once?” 
s women, that the mucosa and cervix were un- To which she replied, “Oh Doctor, I can’t use 
accustomed to the bacteria encountered during that on Sunday.” 
relations with her husband, etc: “In short,” I G. A. K., M.D. 
said, “you have acute vaginitis.” Des Moines, Ia. 
At this she blushed, dropped her eyes, and 
. said, “Thank you, Doctor, my husband thinks Orifice Hours 
i it’s cute, too!” Whereupon, I retired hurriedly I drove past an Ob-Gyn man’s sign down- 
; from the room to hide my own amusement and town yesterday and the comedy of errors was 
embarrassment! self-explanatory . . . 
E. O. M., M.D. JOHN SMITH, M.D. 
Indianapolis, Ind. OBSTETRICS-GYNECOLOGY 
- Off With His Head! 1-3 6-8 
Patients frequently try to show their erudi- EXCEPT WED. AND Sat. 


M.J.C., M.D. 
Oaks, Pennsylvania 


Muffled 


The 232-pound truck driver passed the 
health examination satisfactorily, but his wife 
was concerned with his headaches, frequent 
dizziness, and chronically reddened facies. I 
assured him he was in good health and at- 
tributed his symptoms and rubra physiognomy 
to his obesity. He was given a low-calorie diet 
and an appetite depressant. 

Weeks later he returned to my office, very 

Concluded on page 29a 
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CARDIAC 
EDEMA 
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more often than any other diuretic 


“The diuretic effect of this drug has been 
reported in nearly 500 cases of conges- 
tive heart failure. In approximately 86 
per cent of the cases, 1 to 2 Gm. per day 
of chlorothiazide produced a satisfactory 
diuresis. (Loss of weight averaged 5 to 6 
pounds in 24 hours.)"’ ‘One group of in- 
vestigators found that chlorothiazide im- 
proved the status of patients in conges- 
tive heart failure to such an extent that 
digitalis could be discontinued. Other 
authors have shown also that digitalis 
could be safely discontinued in selected 
cases of congestive heart failure in which 
there was a regular sinus rhythm.” 
Edson, J.N., and Schluger, J.: Amer. Heart JI. 
60:647, 648, October, 1960. 

Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 
Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC, West Point, Pa. 


ANY #t*NDICATION FOR DIUVRESIS 1S AN INDICATION FOR DIURIL 
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adequate iron 
in convenient 
sustained-release 
form for more 

efficient assimilation 


apsules 


for improved treatment of iron-deficiency anemia 


Each Mol-lron Chronosule contains the equivalent 
of 80 mg. elemental iron. Gradual dosage release 
means greater patient tolerance — minimizing 

G.I. disorders. Marked increases in hemoglobin 

and hematocrit levels through sustained 
liberation of more absorbable Mol-Iron. All the 
advantages of specially processed Mol-lron — now 
in the form most conducive to efficient assimilation. 
Dosage: Adults — one Mol-lron Chronosule daily. 
In severe anemia, one Chronosule twice daily. 
Children — one Mol-lron Chronosule daily. 
Supplied: Bottles of 30 Chronosules. 


Complete information concerning the use of this 
drug is available on request. 


* WHITE LABORATORIES, INC., Kenilworth, New Jersey. 4 
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B-D MULTIFIT 


Interchangeable Syringe 


cuts breakage, replacement costs 
and assembly time—every plunger 
fits every clear glass barrel 


B-D YALE 


Sterile Disposable Needle 
provides greater safety through 

new design features — sharper 
points, tamper-proof packages, 
protective sheaths, sure-grasp hubs 


1 
aB-D product 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


B-D, YALE, DISCARDIT and MULTIFIT are trademarks 20360 
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Off the Record... 


Concluded from page 25a 


cheerful that his headaches and dizziness had 
disappeared. Surprisingly, the red hue of his 
face was also gone, and I cautiously queried 
him about his dramatic change. “Oh, Doc,” 
he announced, “my brother-in-law fixed all 
that. He changed a leaky muffler in my truck 
and I have been fine ever since.” 
P.L. J., M.D. 
Lakeland, Florida 


The Wisdom of Age 
The day after our dietitian had instructed 
a sweet elderly spinster, who was just nicely 
recovering from cardiac decompensation, and 
on a one gram sodium diet, she asked me this 
question: “Doctor, have you ever eaten an 
egg without salt?” I had to confess I hadn't. 
To my reply she smiled and added: ‘Well, 
doctor, you should know, an egg without salt 
is like a kiss without love.” 
F. B. W., M.D. 
Nashua, N. H. 


Too Cold for Comfort 
One cold winter day while performing a 
pelvic examination on a dignified regular pa- 
tient of mine, my assistant handed me a vag- 
inal speculum that was on a tray by the win- 
dow. When inserting the speculum, the patient 
exclaimed, “My God, that’s the coldest thing 
you've ever put in me!” 
We all blushed, patient, nurse and doctor. 
A. F. R., M.D. 
Canfield, Ohio 


Embarrassing Predicament 

A child was brought into my office with a 
temperature elevation and upper respiratory 
infection. 

After a thorough examination I wrote a 
prescription for an antibiotic and gave the 
mother careful instructions as to care of the 
child, dosage, etc. 

The next day I received an irate call from 
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the mother with the belligerent complaint that 
her child was no better. As soon as I could 
break into her tirade, I asked how much of 
the medication the child had taken. There was 
a long, embarrassed pause at the other end of 
the line, and then this sheepish reply, “Gosh, 
Doc, I was so worried about my little girl, I 
forgot to have the prescription filled!” 
B. S. A., M.D. 
Oak Park, Mich. 


That Positive Feeling 

The receptionist ushered a frail, little, old, 
stooped farm lady into my examining room. 
She was wearing a long black dress; a black 
knitted shawl over her head and shoulders and 
a large gold brooch at her neck. 

The nurse was asked to gown her for exam- 
ination and I left the room. Shortly the nurse 
came into my office and informed me that 
the little old lady refused to undress and be 
seen by a man in “that gown.” 

After a great deal of persuasion she finally 
donned the gown and the examination pro- 
ceeded. When I had almost finished and was 
examining her rectum, she began to scream in 
a loud shrill voice, “Its a comin’—it’s a 
comin’—Oh, Lord! the manure is a comin’.” 

M. J. W., M.D. 
Jefferson City, Mo. 


Undecided 

An intern was taking a patient up in the 
elevator when she suddenly exclaimed, “Oh, 
Doctor, I’m going to vomit!” 

The intern stopped the elevator and quickly 
ran in search of an emesis basin. 

When he returned, the patient cried, “Oh, 
hurry, I’ve got to pass my water.” 

The intern looked down at her and said, 
“Well, make up your mind, lady. It makes a 
difference where I put this pan.” 

L. S. E., M.D. 
Twentynine Palms, Calif. 
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wheezing and 
_ stuffy nose. 


with NEW 


ANTITUSSIVE - EXPECTORANT - BRONCHODILATOR - DECONGESTANT - ANTIHISTAMINIC 


The etiology of cough is such that drug ther- = 
idil® brand Triprolidine Hydrochloride 
apy designed to produce relief may be called —‘sudafed’® brand Pseudoephedrine Hydrochloride 3 mg. 


upon to provide several therapeutic actions Codeine Phosphate 
imultaneously. The ingredients of ‘Actifed-C’ 
simu y. g S oF ActTed- Dosage: Adults and children over 12 years—2 tsp., 4 
Expectorant were selected because they pro- _ times daily. Children 6 to 12 years—1 tsp., 4 times daily. 


heh : . Infants and children up to 6 years—¥2 tsp., 4 times daily. 
duce desirable antitussive, expectorant, bron Precaution: Although pseudoephedrine hydrochloride 
‘ chodilator, decongestant and antihistaminic causes virtually no pressor effect in normotensive 
-effects patients, it should be used with caution in patients with 
oe hypertension. In addition, even though triprolidine hydro- 
chloride produces only a low incidence of drowsiness, 

appropriate precautions should be observed. 
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(Rp Donnatal® with Kaolin and Pectin compound 


DONNAGEL’S comprehensive antidiarrheal formulation gives 
the green light to normal activity, through its fast and dependable 
control of intestinal hypermotility. 

Each 30 cc. (1 fl. oz.) of DONNAGEL contains: 


6.0 Gm. Natural belladonna alkaloids: 
hyoscyamine sulfate .......... 0.1037 mg. 
Phenobarbital (14 gr.) .............. 16.2 mg. atropine sulfate........... 0.0194 mg. 
hyoscine hydrobromide ...... 0.0065 mg. 


also available 


medicine 


GEVRE 


Geriatric Vitamins—Minerals—Hormones—d 


TIN 


-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally + metabolically mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. 
* Vitamin A (Acetate), 5,000 U.S.P. Units 
* Vitamin D, 500 U.S.P. Units * Vitamin 
Bie with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Bz), 5 mg. Niacinamide, 15 mg. Pyri- 
doxine HCl! (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
* Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. * l-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. * Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPOs), 
35 mg. ¢ Phosphorus (as CaHPO,), 27 mg. 
Fluorine (as CaF 2), 0.1 mg. * Copper (as 
CuO), 1 mg. * Potassium (as K2SOx), 5 
mg. * Manganese (as MnO2), 1 mg. * Zine 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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A seven-year-old Negro female complain- 
ing of swelling of the abdomen, weakness 


and shortness of breath. 


What Is Your Diagnosis? 


1. Normal 

2. Cooley’s Anemia 

3. Osteogenesis Imperfecta 
4. Osteopoikilosis 


(Answer on page 90a) 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., Professor of Radiology 
New York University School of Medicine 
and Director of Radiology, Bellevue Hospital Center 
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*case report 


- effective by itself in many hypertensives. .. 
indicated in all degrees of hypertension 


with resereine 


Reduction in heart size and Changes toward normal 
clearing of congestion (less ST depression). 


Liver palpable 5 fingerbreadths 


Blood pressure 140/72. 
Weight 105 pounds. 


HYDROPRES-25 HYDROPRES -50 


25 mg. HydroDIURIL hydrochlorothiazide, 0.125 50 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine per tablet. One tablet one to mg. reserpine per tablet. One tablet one or 
four times a day. two times a day. 


also available: 


HYDROPRES-Ka*25 HYDROPRES-Ka*50 


25 mg. HydroDIURIL hydrochlorothiazide, 0.125 50 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine, 572 mg. potassium chloride mg. reserpine, 572 mg. potassium chloride 
(equivalent to 300 mg. potassium) per tablet. (equivalent to 300 mg. potassium) per tablet. 
It is essential to reduce the dosage of other antihypertensive agents, particularly the ganglion blockers, 
by at least 50 per cent immediately upon addition of these agents or of HYDROPRES Tablets to the regimen. 


Before ocoriins or administering HYDROPRES, the physician should consult the 
detailed information on use accompanying the package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


THYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 


210 
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HYDROCHLOROTHIAZIDE 


no more 


therapeutic 


peaks 
or 


valleys 


DIGITALINE 


the original crystalline digitoxin 


NATIVELLE 


You will find that Digitaline Nativelle, the original crystalline digitoxin, provides exactly 
the balanced, controlled maintenance dose you want for your cardiac patient. Its duration 
of activity is neither too short nor unduly prolonged, well suited to daily maintenance 
therapy. Its complete absorption and purity assure uniform potency, precision of dosage, 
total utilization and effectiveness. A product of Nativelle, Inc. 


Frou gera & Company, Inc., Hicksville, Long Island, N. Y. 
after initial digitalization... 
a lifetime of balanced 


controlled maintenance therapy 
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Usp MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


THYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC, 


for the infected 


Ophthalmic Liquid / Ointment 


@ wide-spectrum bactericidal action in conjunctivitis, blepharitis, hor- 
deolum, keratitis, dacrocystitis, corneal ulcers, abrasions, and burns 
@ nonirritating to delicate ocular tissues @ sensitization rarely develops 
@ stable, and compatible with other ophthalmic agents 


Furacin Ophthalmic Liquid: nitrofurazone 0.02% in sterile, isotonic aqueous solution; 15 cc. dropper 
bottle. Furacin Ophthalmic Ointment: nitrofurazone 1% in a petrolatum base; 3.5 Gm. tube. 8 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH,N.Y. 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


A ....... Unis 
Vitamin D ........ 1,000 U.S.P. Units 
Thiamine Mononitrate . 

Niacinamide ...... 

Pyridoxine 

Calcium Pantothenate . . 


SQUIBB du Squibb ote the Priceless Ingredient 


‘Therag ran’? j a Squibb trademark 
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utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. “ 2. Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


¢ s1] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D.C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


bd "6 
American adult. 6, Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J, B. Lippincott, Philadelphia, 1954, p. 264. 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. coissmitn, ¢ a 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “‘Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’ 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.; Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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Diagnosis, Please! 


Edited by Rudolf L. Baer, M.D., Professor and Chairman of the Department 
of Dermatology; Alfred Kopf, M.D., Associate Professor; and Morris Leider, 
M.D., Associate Professor, New York University School of Medicine. 


What Is Your Diagnosis? 


1. Angioneurotic Edema due to Penicillin? 3. Dermatomyositis? 
2. Ragweed Contact Dermatitis? 4. Polymorphous Light Eruption? 


DESCRIPTION: The eruption was 1) limited to the “exposed” 
areas, 2) flared up seasonally in August and September and 
3) cleared after the end of the ragweed pollen season. 
Patch tests with ragweed oleoresin were strongly positive. 


(Answer on page 90a) 
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Carnalae meets the medical 
preference for the 
evaporated milk formula... 
in a convenient, 


ready-prepared form. 


Carnalac is Carnation Evaporated Milk with its 
added Vitamin D, plus carbohydrate. The mother 


just adds water in the amount you recommend. 


Diluted 1:1, Carnalac provides 2.8% protein, 7.1% carbohydrate, 3.2% fat, 
400 I.U. Vitamin D per reconstituted quart, 20 calories per fluid ounce. 


EVAPORATED 


“from Contented Cows” 


For the adjustable formula ~ proven nutritional value ~ economical 
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New! For pain, distention and distress 


due to gastrointestinal gas! 


Bloating, belching, borborygmus or flatulence—what- 
ever the symptoms of gastrointestinal gas, Phazyme 
provides uniquely effective relief. Phazyme is the first 
comprehensive treatment for gastrointestinal gas that 
combines both digestive enzymes and gas-releasing 
agents—dual action that provides far better results 
than either agent alone. Digestive enzymes minimize 
gas formation resulting from digestive disorders or 
food intolerance. The gas-releasing agent, specially 
activated dimethy! polysiloxane, breaks down gas- 
enveloping membranes—prevents gas entrapment. 
A two-phase tablet, Phazyme releases these active 


NEW When anxiety adds 


to the gas problen— 
Phazyme with Phenobarbital 


The PHAZYME formula with ‘% gr. phenobarbital. 
Supplied as two-phase release, yellow tablets, in bottles 
of 50, Phenobarbital may be habit forming. 


components in the environments best suited to their 
actions—stomach or small intestine. 

Phazyme is ideal medication for relieving gas distress 
in patients on the currently popular 900-calories-a- 
day diet. It is also recommended as routine therapy 
for cardiac patients to prevent gas from aggravating, 
complicating or simulating angina. 

DOSAGE: One tablet with meals and upon retiring, or as required. 


SUPPLIED: As two-phase release, pink tablets, in bottles of 50 
and 100. 


EQXG REED & CARNRICK / Kenilworth, New Jersey 


minimizes gas formation 
prevents gas entrapment 


PHAZYME 


TABLETS 
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SPECIAL COUGH FORMULA 


for Children 
SOOTHING DECONGESTANT AND EXPECTORANT 


Trademark 


Each teaspoon (5 cc.) contains: Codeine phosphate........... 5.0 mg. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 


Chlorpheniramine maleate ...... 0.75 mg. 
Potassium iodide ........... 


Bright red, pleasant tasting, 
raspberry fiavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to 6 years, 1to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: 
Bottles of 16 fil. oz. 


Exempt Narcotic 


New York 18. N 


Fa 
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inhibition of sperm 
migration is the point of 
marx. GONtraceptive chemical 
/ which is used without 


a diaphragm. 


Ay 


TRAPPED simple, effective conception control 


the viable, highly motile 

sperm becomes non- 
reproductive the instant without an occlusive device 
it contacts the outer rim 


the IMMOLIN 
the Low pregnancy rates obtained“ with IMMOLIN Vaginal 


Cream-Jel as sole contraceptive. No failures occurred in 311 
patient-months in a clinical study still under way.? Recent digest of 
four other interim studies (over 1800 patient-months) reports 
only 3 pregnancies due to product failure.* Two completed studies 
(5146 patient-months) reveal the extremely low pregnancy rates 

of 2.01‘ and 3.2! per hundred woman-years of exposure. 


“There has been good [patient] acceptance .. .’’ 
IMMOLIN’s dry consistency eliminates the usual complaints of 
overlubrication. IMMOLIN stays put, won’t leak; it is non-messy, 
snowy-white and completely odorless. These advantages, plus 


KILLED | simplicity of application, enhance motivation for consistent use. 
AND BURIED Supplied: #900 Package—75 gram tube with improved measured-dose 
—the dead sperm applicator and attractive zippered plastic case. 


is trapped inside the | *905 Package— 75 gram tube only. 
IMMOLIN Cream-Jel References: 1. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
matrix. 78:657 (Sept.) 1959. 2. Marcus, S.: J. Am. M. Women’s A. 16:383 (May) 1961. 
3. Schmid Gynecologic Notes, a digest of interim clinical studies, Vol. 1, No. 1, October, 
1960. 4. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 
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iron utilization improves the picture 


In the “secondary” anemias due to chronic disease or infection, iron alone is often ineffective 
since its utilization is impeded by depressed bone marrow activity. However, RONCOVITE®-MF 
(cobalt-iron) has proved notably effective in these iron-refractory anemias’’? because of the 
unique marrow-activating effect of cobalt-created erythropoietin, the hormone which controls 
the rate of erythropoiesis. Thus, RONCOVITE-MF improves iron utilization and produces rapid 
increases in hemoglobin and red blood cell formation.** 
h tablet contains: Cobalt chloride, 15 mg. (cobalt as ® 

and ferrous sulfate 100 mg. RONCOVITE- mf 
(1) Weinsaft, P. P., and Bernstein, L. H. T.: Am. J. M. Se. 


230:264, 1955. (2) Gosselin, G., and Long, L. A.: Appl. Therap. 
2:453, 1960. (3) Rohn, R. J.; Bond, W. H., and Klotz, L. J. 


Journal-Lancet 73:317, 1953. (4) Center, W. M.: Clin. Med. L: LLOYD BROTHERS, INC. 


7:713, 1960. 119-R Cincinnati 29, Ohio 


+ 
Diagnosis, Please! 


Edited by Albert L. Rubin, M.D., 
Associate Professor of Medicine, Cornell University Medical School 


What Is Your Diagnosis? 


A 46-year-old woman had a routine electro- 
cardiogram taken prior to elective surgery. 


Heart rate: 75 

Left axis deviation 

PR interval: .18 seconds 

RSR complex AVR, V 

QT interval: .42 seconds 

RSR complex AVR, V 

Prominent wide S wave I, Il, AVL, V 4-6 
Delayed intrinsicoid deflection 


(Answer on page 90a) 
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“UPSET STOMACH” ON DIGITALIS 52-year old male had rheumatic heart disease, 


cardiomegaly Grade II, auricular fibrillation, mitral stenosis, mitral insufficiency, and was in class III-C. 
For 17 months he had been in failure. Three grains of digitalis daily were required for effective mainte- 
nance therapy. When the patient began to complain of frequent “upset stomach”, he was placed on digi- 
toxin, with an alternating 0.1 and 0.2 daily maintenance dose. Nausea became very severe after two months, 
and digitoxin was decreased to 0.1 mg. daily. Congestive failure increased and rehospitalization was 
fecessary. Patient was given GITALIGIN, 0.5 mg. q.i.d. for two days, then 1.5 mg. daily for six weeks, fol- 
lowed by 1.0 mg. per day with 1.5 mg. every third day. Failure was effectively controlled without toxicity.' 


“DIGITALIS TOXICITY IS SEEN WITH INCREASING FREQUENCY TODAY...’” 


for maximal digitalis activity with minimal toxicity 


“,,. patients who became toxic very readily with other agents 
could later be satisfactorily digitalized with gitalin (GITALIGIN).”* 
Wider margin of safety—frequently effective in patients refractory to 
other digitalis glycosides - broader clinical utility—therapeutic dose 


only ¥ the toxic dose + faster rate of elimination than digitoxin or digi- 


talis leaf. 2) Supplied: 0.5 mg. scored tablets—bottles of 30 and 100. 
1, Dimitroff, S. P. et al.: Ann. int. Med. 39:1189, 1953. 2. Pastor, B. H.: GP 22:85,1960. 


Tamorphous gitalin, White WHITE LABORATORIES, INC.> Kenilworth, New Jersey 
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With proper medical management and adequate 
control of seizures, epileptic persons may lead pro- 
ductive, functioning lives.’ To implement this goal, 
many clinicians have come to rely on Ditantin for 
outstanding control of grand mal and psychomotor 
attacks. Such efficacy was demonstrated in a state 
hospital where “...incidence of grand mal seizures 
was fairly constant at 7000 to 8000 seizures per 
year. Within a few months after the introduction of 
DILANTIN Sodium, the seizure rate fell to around 250 
per year, without any other significant change in the 


program.’ DILANTIN Sodium DILANTIN 
(diphenylhydantoin sodium, 


Parke-Davis) is available in "HELPS HER SHARE & 


several forms, includin 


Kapseals, 0.03 Gm. and THE 6000 
Gm., bottles of 100 & 1,000. THINGS OF LIFE 


other members of the PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN' 
Kapseals (Dilantin 100 mg., phenobarbital 30 mg., 
desoxyephedrine hydrochloride 2.5 mg.), bottles of 
100; for the petit mal triad: MiLontin® Kapseals 
(phensuximide, Parke-Davis), 0.5 Gm., bottles of 
100 and 1,000 and Suspension, 250 mg. per 4 cc., 
16-ounce bottles - CELoNTIN® Kapseals (methsuxi- 
mide, Parke-Davis), 0.3 Gm., bottles of 100 - 
ZARONTIN. Capsules (ethosuximide, Parke-Davis),. 
0.25 Gm., bottles of 100. See medical brochure for 
details of administration, precautions, and dosage. 


(1) Carter, S.: M. Clin. North America 37:315, 1953. (2) Maltby, G. L.: J. Maine M. A. 48:257, 
1957. (3) Thomas, M. H., in Green, J. R., & Steelman, H.F.: 


Epileptic Seizures, Baltimore, The Williams & Wilkins PARKE-DAVIS 


Company, 1956, p. 43. 


PARKE, DAVIS COMPANY, Detroit 32. Michigan 


Coroner’s Corner 


A beautiful imported German apothecary jar will be 
sent to each contributor of an unusual case report. 


A 43-year-old business execu 
tive was hospitalized for sudden abdominal 
pain, at first epigastric, later diffuse. There was 
no definite ulcer history but he had had several 
tarry stools in previous months, one hema- 
temesis three weeks ago and nausea before 
meals for several weeks. He admitted drinking 
two double shots of whiskey daily for the past 
three years and three pints of whiskey in the 
previous five days. He bumped into a chair 
the evening prior to admission and then no- 
ticed a bulge at the site of a remote inguinal 
herniorrhaphy. 

He was in shock, writhing with pain. The 
abdomen was distended, tense, tympanitic and 
tender. X-ray showed pneumoperitoneum. 
Exploratory laparotomy was done, with a pre- 
operative diagnosis of perforated ulcer. The 
peritoneal cavity was full of intestinal contents 
and gas. No ulcer was found. Search disclosed 
a one inch linear tear in the ileum. This was 
repaired. The patient died in shock eight hours 
later. 

Autopsy did not reveal any degenerative, 
neoplastic or inflammatory disease to account 


for the ruptured ileum. There was no evidence 
of external trauma in the surface tissues. 
Direct trauma to the abdomen can cause 
rupture of distended intestine, even though the 
injury may not be of sufficient force to pro- 
duce external contusion. The pathologist con- 
cluded that death was due to rupture of the 
ileum by direct, nonpenetrating injury, possibly 
as a result of bumping into the chair. Since 
the patient had “double indemnity” life insur- 
ance, the autopsy was of utmost importance 
to the widow. 
A. J. SEGAL, M.D. 
Cleveland, Ohio 
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The Milibis® vaginal suppository 
is soft and pliant as a tampon. It offers 

proved therapeutic action* in an exceptional 

3 vehicle. The suppository is clean, odorless and 
| non-staining. The course of treatment of vaginitis 
oe Y (trichomonal, bacterial and monilial) with Milibis is short 
) —only 10 suppositories in most cases. Milibis® vaginal suppositories 
‘ are supplied in boxes of 10 with applicator. 


LABORATORIES 
New York 18, N.Y, 


*97 per cent effective in a study of 564 cases; 
94 per cent effective in a study of 510 cases. 
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helps 

the 
office 
patient 


BRAND OF NIALAMIDE 


provides remission of depression—smoothly, gradually, 
without “jarring” o notably low incidence of serious com- 
plications or side effects o convenience of once-a-day dosage 


Science for the world’s well-being® PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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In Brief \_Niamid, brand of nialamide, is 1-(2-[benzyicarbamyl] ethyl )-2-isonicotinyl- 
hydrazine, a well-tolerated antidepressant that may correct or relieve depression on 
once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum depres- 
sion, depressed phase of manic-depressive reaction, senile depression, reactive de- 
pression, schizophrenic reaction with depressive component, psychoneurotic depression. 
® In neurotic or psychotic patients, Niamid may normalize or favorably modify aberrant 
or excessive reactions and symptoms of depression such as: phobias, guilt feelings, dejec- 
tion, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, hypo- 
chondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy or 
drive, indecision, hopelessness, helplessness, decreased functional activity, emotional and 
physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and weight 
loss, and withdrawal from society. In the withdrawn patient, Niamid may elevate the 
mood so that there is increased activity, increased awareness and interest in surround- 
ings, and increased participation in group activities. Appetite may be increased and 
there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as electro- 
shock. In patients suffering from depression associated with chronic illness, Niamid may 
improve mental outlook, reduce the impact of pain, decrease the amounts of narcotics 
er analgesics needed, and improve appetite and well-being. In patients with angina 
pectoris, Niamid has been found to be a useful adjunct to management through reduc- 
tion in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on a 
once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 12'/2-25 mg. are generally sufficient. A daily dosage of 200 mg. is the 
maximum recommended for routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild skin 
rash, mild leukopenia, and epigastric distress may be obviated or modified by reductions 
in dose. Effects due to monoamine oxidase inhibition persist for a substantial period 
following discontinuation of the drug. Precautions and Contraindications: Hepatic 
toxicity has not been reported in extensive clinical studies. However, if previous or 
concurrent liver disease is suspected, the possibility of hepatic reactions and liver func- 
tion studies should be considered. & The suicidal patient is always in danger, and great 
care must be exercised to maintain all security precautions. The apathetic patient may 
obtain sufficient energy to harm himself before his depression has been fully alleviated. @ 
Niamid may potentiate sedatives, narcotics, hypnotics, analgesics, muscle relaxants, 
sympathomimetic agents, thiazide compounds and stimulants, including alcohol. Caution 
should be exercised when rauwolfia compounds and Niamid are administered simul- 
taneously. Rare instances have been reported of reactions (including atropine-like effects, 
and muscular rigidity) occurring when imipramine was administered during or shortly 
after treatment with certain other drugs that inhibit monoamine oxidase. In Cardiology: 
The central effects. of Niamid may encourage hyperactivity and the patient should be 
closely observed for any such manifestation. Orthostatic hypotension or hypertensive 
episodes occur in a few individuals; cardiac patients should be carefully selected and 
closely supervised. In Epilepsy: Although in some patients therapeutic benefits have 
been achieved with Niamid, in others the disease has been aggravated. Care should be 
exercised in the concomitant use of imipramine, since such treatment with monoamine 
oxidase inhibitors has been reported to aggravate the grand mal seizures. In Tuber- 
culosis: Existing data do not indicate whether resistance of M. tuberculosis to isoniazid 
may be induced with Niamid therapy; nevertheless, it should be withheld in the de- 
pressed patient with coexisting tuberculosis who may need isoniazid. ® As with all 
therapeutic agents excreted in part via the kidney, due caution in adjusting dosage in 
patients with impaired renal function should be observed. Supplied: Niamid (Niala- 
mide) Tablets, 25 mg.: 100’s—pink, scored tablets; 100 mg.: 100’s— orange, scored 
tablets. / More detailed professional information available on request. 
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= “inside look” at a 


remarkable 
advance 


= in topical steroid 
therapy 


we The unique base, Veriderm, com- 


bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 


approximating the composition of 


normal skin lipids, and Medrol 
Acetate, the highly effective, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 


s relief and objective improvement 


of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less: drying than a lotion, is 


“ indicated in atopic, contact, or 


seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


Available in four formulations: Veriderm Medro! Acetate 
0.25% — Each gram contains: thyiprednisolone) 
Acetate 2.5 
zoate 3 in a skin lipid an 
unsaturated free fatty acids; Deans an and other esters of 
fatty acids; saturated and unsaturated 
cholesterol; weight alcohol; with water and 
(Veriderm rol Acetate 1% is available.) 
infecti Veriderm Neo- 
ach gram contains: Medrol {meth- 


of saturated and 


‘Acetate 0 


and _pther esters of fatty acids; saturated 
bons; free h 
weight beset, with water and aromatics. (Veriderm Neo- 
Medrot Acetate 1% is also availebie.) 

istration: After careful cleansing of the affected skin 
to minimize the possibility of introducing infection, a 
amount of —— Veriderm Medroi Acetate or 
Acetate is a and rubbed gently into the involved areas 
Application s ould be made initiatly one to three times oom. 
Once control is achieved — usually within a - 


be 
necessary to avoid relapses. The 1% pre, 
mended for beginning treatment and the 
for maintenance ery apy 
plication of Veriderm Medrol Ace- 
tate or Neo-Medrol is 
of the skin and in other cutaneous infections for which an 
effective entidiot'c or chemotherapeutic agent is not avail- 
able for simultaneous application. 
These preparations are. usually weil tolerated. if 
signs of irritation of sensitivity should devel 
discontinued. If bacteria! infection s! id develop 
% during the course of therapy, Sepreodiet local or systemic 
antibrotee therapy should be ins: 
Supplied in 5 Gm and 20 Gm. 


Veriderm 


Med TRADEMARK 


Me 


Neo-Medrol 


TrmADEMARK, REG. U. S. PAT. OFF 


COPYRIGHT 1961, THE UPJOHN COMPANY 
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The Urjohn Compaty, Kalamazoo, Michigat 


IN PEPTIC ULCER 
AND HYPERACIDITY 


with associated 
tension and 
nervousness 


NACTISOL INHIBITS GASTRIC ACID SECRETION AT THE PARIETAL CELL LEVEL 


suppresses gastric acid secretion at the parietal cell level 


decreases gastrointestinal hypermotility 


relieves nervousness and tension 
NACTISOL combines: 
NACTON® 4 mg. _ new inhibitor of gastric acid secretion and hypermotility 


poldine methylsulfatet 
“,.. reduces the total output of gastric HCl by about 
plus 


BUTISOL sopium® 15 mg. “daytime sedative” with highest therapeutic 


butabarbital sodium 


index? (highly effective, minimal side effects) 
smooth, predictable sedation of 6 hours’ duration 
e Side effects with NACTISOL therapy have been minimal.** 


NACTISOL*...in scored, yellow tablets 
References 
1. Douthwaite, A. H.: The Development of the Treatment of Duodenal Ulcer, Proc. Roy. Soc. Med. 31:1063-1068 (December) 1958. 2. Batterman, R. C., Grossman, 
A. J., Leifer, P., and Mouratoff, G. J.: Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 (October) 1959. 3. Steigmann, F.: Clinical Report 
to McNeil Laboratories. 4, Lorber, S. H.: Clinical Report to McNeil Laboratories, December 6, 1960. 5. Rider, J. A.: Clinical Report to McNeil Laboratories. 


tasoratorics, INC., Fort Washington, Pa. 
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Prompt relief...early recovery low-back cases, 
or for patients with inflammatory or traumatic mus- 
culoskeletal complaints, RELA offers the promise 
of prompt relief and early recovery. In a study’ of 
212 conservatively treated low-back patients, 106 
treated also with carisoprodol [RELA] were ‘back in 
action’ in one-fourth the time it took the convention- 
ally treated group. RELA speeds recovery by a com- 


Low-back 
patient 
and 
muscle 
back 
in action 


bination of effects— analgesic and muscle relaxant— 
to reduce spasm and tension, relieve pain, restore 
mobility. Undesirable effects have been minimal. 


SUPPLIED: Bottles of 30,350mg. tablets ® 
REFERENCE: |. Kestier,O.C.: /.A.M.A. 

172:2039 (April 30) 1960. 4-401 

For complete details, consult latest baa 

Schering literature available from 

your Schering Representative or the 

Medical Services Dept., Schering 7 

Corporation, Bloomfield, New Jersey. 
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measurable benefits 
in edema and hypertension 


plus more built-in potassium protection 
than any other diuretic-antihypertensive 


Esidrix- 


Supplied: ESIDRIX-K 50/1000 Tablets (white, a Ma 
coated), each containing 50 mg. Esidrix and 


1000 mg. potassium chloride (equivalent to 524 mg. potassium). 
Also available: ESIDRIX-K 25/500 Tablets (off-white, coated), 

each containing 25 mg. Esidrix and 500 mg. potassium chloride. 
ESIDRIX Tablets, 50 mg. (yellow, scored) and 25 mg. (pink, scored). 
For complete information about Esidrix and Esidrix-K 

(including dosage, cautions, and side effects), see current 
Physicians’ Desk Reference or write CIBA, Summit, N. J. 


ESIDRIX@ (hydrochiorothiazide CIBA) 
SINGOSERP® (syrosingopine CIBA) Cc I B A Summit, N. J. 
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What’s Your Verdict? 


Edited by Ann Ledakowich, Member of the Bar of New Jersey 


H ow accessible must a surgeon 
be, following an operation, in order to avoid 
liability for negligence? That was the question 
before the Court in the following case. 

The patient had undergone surgery for the 
correction of an epigastric hernia, and was 
returned to his room at 11:00 a.m. At 3:00 
p.m. he was nauseated and was given Drama- 
mine. An hour later he was cold and clammy, 
pale, restless, and sweating profusely. The 
supervising nurse on duty became concerned. 
She telephoned the surgeon at his office and 
was instructed to give the patient Dramamine. 

The patient was nauseous again at 5:00 
p.m. At 6:00 p.m., his blood pressure dropped 
ten points and he was cold and in an anxious 
state. The nurse again telephoned the surgeon, 
who said he would be at the hospital later and 
to continue giving Dramamine. 

The patient’s condition grew steadily worse. 
Further attempts to reach the surgeon by tele- 
phone were to no avail. In desperation, the 
nurse contacted the patient’s family physician 
who directed her to continue the prescribed 
medication and to put the patient under 
oxygen. 

Ten or more telephone calls were made in 
an attempt to locate the surgeon. At approxi- 
mately 10:30 p.m., he made his appearance 
at the hospital. 

Immediately on his arrival the surgeon 


58a 


examined his patient and found him to be in 
a state of “early shock” with blood pressure 
of 80/50. He considered the possibility of 
internal hemorrhage, but concluded that the 
patient was suffering from a pulmonary embo- 
lism. He gave intramuscular antibiotics in 
anticipation of a pneumonic process and re- 
mained at the hospital until shortly after mid- 
night. He then went home, feeling justified 
that he had done all that he could do. 

At 12:40 a.m. the patient appeared worse. 
A nurse telephoned the surgeon at his home, 
and, in accordance with his instructions, fur- 
ther drugs, including a stimulant, were admin- 
istered immediately. The patient died at 12:45 
a.m. A postmortem examination showed that 
he had died as the result of a “hemorrhage 
in the peritoneal cavity.” 

In a malpractice action against the surgeon 
for the death of his patient, the jury returned 
a verdict in favor of the surgeon. On appeal 
taken by the deceased’s widow, counsel argued 
that the question of negligence was not here 
within the province of the jury, but should have 
been decided by the Court as a matter of law. 
The physician’s negligence, in failing to keep 
himself available to his patient throughout the 
evening, was so clear and convincing that rea- 
sonable minds could not differ in their conclu- 
sions therefrom. 

How would you decide? Answer on page 234a. 
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The Taste says, Yes / 


© ORAL 
SUSPENSION STABLE! READY TO USE! 


Benzathine Penicillin G, Wyeth (Dibenzylethylenediamine Dipenicillin G) 


A Superior Oral Penicillin for Children 
SUPPLIED: Cherry flavor -3OO,000 units per S-cc. teaspoonful, bottles of 2 fil. oz. 


Custard flavor —150,000 units per S-cc. teaspoonful, bottles of 2 fl. oz. 
Wyeth Laboratories, Philadelphia 1, Pa. 


SERVICE 
TO 
MEDICINE 
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tor potential ulcer. 


to relieve tensions and to inhibit 
hypermotility and hypersecretion 


PATHILON” tridihexethyl chloride Lederle with meprobamate 
highly effective with minimal side effects for therapeutic/prophylactic treatment of duodenal ulcer, gastric ulcer, intestinal colic, 
spastic and irritable colon, ileitis, esophageal spasm, anxiety neurosis with gastrointestinal symptoms, gastric hypermotility. 
CONTRAINDICATIONS: glaucoma; pyloric obstruction; obstruction of the urinary bladder neck. Request complete information on 
indications, dosage, precautions and contraindications from your Lederle representative or write to Medical Advisory Department. 


~ 


a 
"4 5 


ay 


fory patent ulcer 


to relieve tensions to inhibit 
hypermotility and hypersecretion 


PATHIBAMATE-400 (full meprobamate effect) —1 tablet t.i.d. at mealtime, and 2 tablets at bedtime - PATHIBAMATE-200 (limited 
meprobamate effect)—1 or 2 tablets tid. at mealtime, and 2 tablets at bedtime - Adjust to patient response. Each Pathibamate-200 
tablet contains: PATHILON, 25 mg.; meprobamate, 200 mg. Pathibamate-400 tablets contain 400 mg. meprobamate. The usual 
precautions pertaining to the administration of meprobamate should be observed. 


aa 
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OUR MAN IN GOUDA 


Though personally allergic to cheese, our peripatetic prober has raked his way through 
oceans of curds and whey in leading dairy areas, checking out a claim about colds made by 
a director of a cheese factory.* The claim was that a group of his employees who worked 
under constant conditions of temperature and humidity had only one-third as many colds 
as workers in other parts of the factory. *Hope-Simpson, R. E.: Roy. Soc. Hith. J. 78:593 


(Sept.-Oct.) 1958. 
the search goes on 
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but untila cure is found... 


NOVAHISTINE 


FOR THE EVERYDAY COLDS 
OF YOUR EVERYDAY PATIENTS 


Although Novahistine formulas haven't cured a single cold 
... they have been prescribed for relief of symptoms in 
more than 11,700,000 patients in the last 9 years, according 
to National Prescription Audits. 


Novahistine-DH Liquid 


Relieves cough and respiratory congestion. 


Novahistine-DH provides a vasoconstrictor, an antihistamine 
and an antitussive for combined action against symptoms 

of respiratory infections complicated by congested mucosa, 
bronchospasm or cough. Patients will appreciate the 
delightful taste and superior effectiveness of Novahistine-DH. 


Each 5 cc. teaspoonful contains: phenylephrine HCl, 
10.0 mg.; chlorprophenpyridamine maleate, 2.0 mg.; 
codeine phosphate, 10.0 mg.; chloroform, approx. 13.5 mg. 


For adults: 2 teaspoonfuls, every 3 or 4 hours. 
For children: 1 teaspoonful, every 3 or 4 hours. 
For infants: % to % teaspoonful every 3 to 4 hours. 


PITMAN-MOORE COMPANY 


DIVISION OF THE DOW CHEMICAL COMPANY, INDIANAPOLIS 6, INDIANA 
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Julius Schmid, Inc. 
423 West 55th Street, New York 19, N. Y. 
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Quietude for the Hypertensive 


As relaxing as a mountain lake... 


B (U) S E [R? (| IN] [S separates the hypertensive from his anxieties and 


tensions, lowering the blood pressure conservatively but effectively. 


With its gentle calming and hypotensive actions, Butiserpine does not set 

up a chain of side effects. Its low reserpine content (0.1 mg. per tablet) reduces 
blood pressure smoothly; its 15 mg. of noncumulative BUTISOL SODIUM® 
butabarbital sodium induces relaxation without depression. 

Available as: Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 


(Repeat Action Tablets) 


|McNEIL | McNEIL LABORATORIES, INC., Fort Washington, Pa. 


| for the diarrheal attack 
effective—eradicates enteric bacterial pathogens 
selective—does not eradicate the normal intestinal flora’ 


LIQUID 


brand of furazolidone 


New, convenient prescription size: bottle of 2 oz. Also: bottle of 16 oz. 
@ Exceptionally broad bactericidal range includes species and strains now resistant to 
other antimicrobials @ Virtually nontoxic @ Does not encourage monilial or staphy- 
lococcal overgrowth # Has not induced significant bacterial resistance @ Dosage may 
be found in your PDR. 


Furoxone Ligum is a pleasant orange-mint flavored suspension containing FUROXONE 
50 mg. per 15 cc., with kaolin and pectin. 


1. Mintz, A. A.: Antibiot. Med. 7:481, 1960. 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK 


2 
r 
. 
t 
| | 
{ 
| 
| 
7 (em) 


First total regimen in athlete’s foot 


Apvicin is the first topical preparation to combine the proved anhidrotic and antipruritic benefits of an 


anticholinergic with widely accepted fungicidal and keratolytic agents... ADVICIN reduces local sweating, 
helps keep feet dry... helps relieve itching promptly... has a pleasant medicinal scent... may shorten the 


fungous-clearing time required with oral FULVICIN. Supplied: Apvicin Powder—2 ounce can—for daytime use. 


Apvicin Cream—50 gram tube—for nighttime use. For complete details, consult latest Schering literature available from 


your Schering Representative or Medical Services Department, Schering Corporation, Bloomfield, New Jersey. 
8-874 


first topical fungicide 


with sweat-inhibiting action’ 


TOPICAL 


2-way antifungal attack 
in a moisture-controlled, 


antifungal environment 


first orally effective 


antifungal antibiotic for ringworm 


*ADVICIN contains diphemanil methylsulfate (PRANTAL®) 2%, 


undecylenic acid 5%, and salicylic acid 3%. 
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brand of bisacody| tablets and suppositories 


the laxative 
witha 


Geigy 


The extensive bibliography* on Dulcolax, amounting Wide Application 
to almost 100 clinical reports, strongly affirms its Dulcolax is as well adapted to preparation for radio- 
Clinical advantages. graphic and operative procedures as it is to the treat- 
ment of constipation. 


Induces Natural Evacuation *Detailed literature, including complete bibliography, 
The action of Dulcolax is based on simple reflex pro- available on request. 

duction of large bowel peristalsis on contact with the 

colonic mucosa. As a result, stools are usually soft Dulcolax®, brand of bisacodyl: Tablets of 5 mg. and 
and well formed and purgation is avoided. suppositories of 10 mg. Under license from C. H. 


Boehringer Sohn, Ingelheim. 
Predictable Action 
With Dulcolax tablets action is almost invariably ob- Geigy Pharmaceuticals 


tained overnight... with suppositories action occurs Division of Geigy Chemical Corporation 
within the hour. Ardsley, New York DU 568-60 Geiny 
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ACROSS 


. Found in an O.P.D. 
. Pertaining to the 


bicuspid valve 


. A lateral ventricle of the 


brain 


. Inflammation of the 


genitals 


. Radium (symbol) 

. One of the Great Lakes 
An ignoramus 

. Abbreviation for 


methyl radical, CH, 


. Nurses’ army organiza- 


tion (abbr.) 


. Argon, samurium 


(symbols) 


. The gums 
. Chemical prefix 
. Nickel, uranium, hydro- 


gen (symbols) 


. Land elevations 


. A particular instance of 
disease 

. Restores to health 

. Every 

. Resinous substance 

. Implicate 

. Fatty 

. Nursing degree 

. An international 
organization (abbr.) 

. Just born 

. Like a nodule 

. Mental impressions 

. The Greek word for 44 

. Area or cavity of the 
body 

. A Near East native 

. Cicatrices 

. A macula 

. Unit of velocity 

. A vessel 

. Feline 

. Sulfur, silicon (symbols) 

. Not out 

. Half 

. Pertaining to the ear 
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Medical Teasers 


A challenging crossword puzzle for the physician 


(Solution on page 234a) 


1961 


14 Ss 
17 '9 
23 24 
9 
32 33 
137 
45 +7 148 149 
ss 
6 Ss? 
2 
es 66 7 
7e 71 
73 
ALAN A. BROWN 
. Manganese (symbol) 10. Slow down (music, abbr.) 43. Part of a locomotive 
- Not artificial 11. In 44. Pertaining to touch 
. Partial blindness 12. Abnormal hunger 45. Stupor produced by 
. A little lobe 13. Catalepsy narcotics 
. Lymphomatosis 15. Placid 46 and downs 
21. Restrain 47. Licks 
WN 24. Nose (comb. form) 48. Ill health 
oe 26. Feminine pronoun 49. Part of the eye 
The skull 28. Laws (L., abbr.) 52. Sodium (symbol) 
Lithium (symbol) 29. A policeman (slang) 55. Pertaining to the body 
To chill 31. Lesions 56. Satiated 
Girl's name 33. Fruit peels 59. South American country 
Residents of Erin 35. Hotel 61. Become weary 
Relating to the shin 37. Musical twosome 64. Auxiliary 
Bone-marrow 40. Nicotinic acid 66. Against 
False gods 41. Gland near the kidney 69. In the direction of 
Any weblike tissue 42. Fasten 71. 3.1416 


69a 
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16 
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19 
20 
22 
23 
24 
25 
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29 
30 
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39 
67 
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45 70 
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SHORTENS THE 
HEALING TIME... 

DIAPER RASH, BEDSORES 
VARICOSE ULCERS, BURNS 


4 

if at 


Before application of A and D Ointment — After application of A and D Ointment — 
Typical diaper rash with excoriation of skin. Diaper rash has completely disappeared 
within one week. 


Before application of A and D Ointment — After five weeks of daily treatment with 


Treatment-resistant varicose ulcer in elderly A and D Ointment — Ulcer completely healed. 
obese patient. 


Before application of A and D Ointment — After pressure gauze dressings of A and D 
Second and third degree burns caused by Ointment, changed weekly—Completely 
flaming gasoline. healed, minimal scar tissue and no contrac- 


tures. 


and OINTMENT 


completely safe, highly effective in soothing and healing a wide range of skin disorders 
A and D Ointment serves a useful purpose in every practice. It promotes granulation and epithelization 
in ulcers, burns, bedsores and wounds. In diaper rash, it instantly provides soothing relief and helps 
to quicken healing. / A and D Ointment is eminently safe—may be applied liberally to even the most 


delicate tissues. It will not stain the skin or wash away in body secretions. Easily laundered from 
clothing. / Available in 14 or 4 0z. tubes; 1 or 5 Ib. jars. Also available: A and D Ointment with Prednisolone, 
in 10 and 25 gm. tubes. 


WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEY 
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Why a triple sulfonamide? 


SPECTRUM— that encompasses certain common bacteria not susceptible to antibiotics, such 
as gram-negative bacteria of the urinary tract. 

EFFICACY— in many genito-urinary infections. In upper respiratory infections and genito- 
urinary infections, active at the foci of infection. May succeed where bacteria are 
resistant to antibiotics. Rapid bacteriostatic effect. 


SAFETY— safer than a single sulfonamide. Independent solubilities of the three sulfonamide 
components minimize danger of crystalluria. Fewer of the complications of anti- 
biotic therapy such as allergic reactions, diarrhea, gastrointestinal upset, super- 
infection. 


ECONOMY -— _ lower cost to the patient than with most antibiotic prescriptions. 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Sulfadiazine, Sulfamerazine, Sulfamethazine) 


For further information on limitations, ad- 
ministration, and prescribing of SULFOsE, see 
descriptive literature or current Direction Wyeth Laboratories 
Circular. Philadelphia 1, Pa. 
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in musculoskeletal pain 


steroid or salicylate? 


Steroid-Analgesic Compound LEDERLE = Capsules 


provides the 
advantages of both 


ARISTOGESIC is advantageous in the therapy of 
a wide range of musculoskeletal disorders, from 
mild to severe, because it combines the anti-inflam- 
matory action of ARISTOCORT® Triamcinolone 
with the analgesic action of salicylamide. Aluminum 
hydroxide helps to control gastric distress and 
hyperacidity; and ascorbic acid compensates for 
loss of this essential vitamin. Low, flexible dosage 
for highly individualized therapy / Well tolerated 
for prolonged periods / Single prescription at lower 
cost / Greater convenience of single capsules... 
INDICATIONS: Mild cases of rheumatoid arthritis, 
tenosynovitis, synovitis, bursitis, spondylitis, 
myositis, fibrositis, neuritis, and certain muscular 
strains. 


PRECAUTIONS: Since this compound is designed to give relief at 
low steroid dosage, the risk of unwanted collateral hormonal 
effects such as Cushingoid manifestations, peptic ulcer and 
muscle weakness is relatively small. Still, the usual precautions 
pertaining to use of steroids in conditions in which they may be 
detrimental should be observed. This is particularly important 
in infections in which adverse effects are not dose-related. If 
reactions occur, discontinue drug and take appropriate measures. 
Each ARISTOGESIC Capsule contains: ARISTOCORT Tri- 
amcinolone, 0.5 mg.; Salicylamide, 325 mg.; Dried Aluminum 
Hydroxide Gel, 75 mg.; Ascorbic Acid, 20 mg. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 


= 


AFTER HOURS 


No man is really happy or safe without a hobby, and it makes precious litle 
difference what the outside interest may be—botany, beetles or butterflies, 
roses, tulips or irises; fishing, mountaineering or antiquities—anything will 
do so long as he straddles a hobby and rides it hard.—Sir William Osler 


@ Dr. C. G. Sheppard of Hutchinson, Minnesota, has been in- 
terested in photography, travel, and illustrated travel talks for the 
past 13 years. He finds it especially appealing because of the 
gratification he derives from “taking good pictures and relating to 

' others my experiences in travel. It gives me the opportunity to 
transport myself as well as others immediately from my own sur- 
roundings to far distant fields and those memorable events which 
I never tire of re-living with my family and friends.” 

Dr. Sheppard’s enthusiasm for this hobby can be summed up 
in these words, “it enables one, in a minute, and for as long as 
your audience will tolerate it, to enjoy the pleasure of being able 
to describe to them other lands and peoples which you have been 
privileged to see.” 


® “I took up this invigorating winter sport at the age of 39,” 
BR remarks ski enthusiast, Dr. H. P. Van Cleve of Austin, Minnesota, 
“and this proves no one is too old!” 

He recommends this sport because, “it gives the physician a 
chance to get out of doors during the winter months, and in addi- 
tion, helps him keep physically fit.” He also stated, “Due to in- 
creased utilization by the public of medical care, and decreased 
physician-patient ratios (in private care fields), it is becoming in- 
creasingly important for physicians to relax away from their 
practice. The busy physician must look to his own health, too, and 
I’m convinced his patients recognize and accept his absences for 
this purpose.” The photo shows Dr. Van Cleve about to descend 
the slopes of Ajax Mountain, in Aspen, Colorado. 
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The ULO family in the management 


NON-NARCOTIC 


chlophedianol hydrochloride 


SYRUP 


cough equal 


suppressant 
action 


duration er 
of action 


side 
action 


narcotics 


narcotics 


A single chemical entity, 
alpha-(2-dimethylaminoethyl)- 
o-chlorobenzhydrol 
hydrochloride, generically 
termed chlophedianol 
hydrochloride. 


The cough suppressant power of 
ULO is fully as great as that of the 
narcotics though it reaches peak 
action somewhat more slowly. 


After reaching peak action, ULO 
maintains its maximal cough-sup- 
pressant effect undiminished for 4 
to 8 hours. 


ULO is free from the limitations and 
undesirable side effects of narcotics 
...-No constipation; no gastric irrita- 
tion; no appetite suppression; no 
tolerance development; no respira- 
tory depression. 


é 
Be —. for control of acute cough regardless of etiology 
4 
ai 
| : 


of coughs and colds 


SYRUP 


INHIBITS COUGH IMPULSE FOR 4-8 HOURS 


the threshold of the medullary cough center is 
elevated while the cough reflex is not abolished 


ULO® 


non-narcotic antitussive 
chlophedianol 
HCI 


COUNTERACTS IRRITATION IN PHARYNX, 
LARYNX, TRACHEA AND BRONCHI 


inhibits tendency of histamine to cause edema 
of the nasopharyngeal mucosa, local irritation, 
and vasodilation 


DIAFEN® 


fast-acting antihistaminic 
diphenylpyraline HCI 


RELIEVES CONGESTION 


reduces postnasal discharge, lessens irritation 
to pharyngeal and laryngeal membranes 


PHENYLEPHRINE HCI 
sympathomimetic 


MAKES VOLUNTARY COUGH MORE PRODUCTIVE 


loosens and liquefies mucus, soothes irritated 
bronchial mucosa 


GLYCERYL GUAIACOLATE 
expectorant and demulcent 


TABLETS 
for control of acute cough 


and relief from associated & 


ULOGESIC ENLARGES THE THERAPEUTIC DIMENSIONS OF ULOMINIC 


Ulogesic also 
ALLEVIATES ASSOCIATED ACHES AND 
DISCOMFORTS AND ABORTS FEVER 

elevates the pain threshold with an analgesic 
potency the same as acetanilid, with much 
less toxicity 


by the addition of 
APAP 


acetyl-p-aminophenol 
analgesic and antipyretic 


for control of acute cough & associated allergic reactions 
a 


FOR CONTROL OF ACUTE COUGH AND COLD 
DEMONS... 


For acute cough associated with: 
Upper Respiratory Infections Bronchitis 


INDICATIONS: 


Common Cold Tracheitis 
Influenza Laryngitis 
Pneumonia Croup 
4 Pertussis Pleurisy 


Coughs Associated with Allergy (Ulominic and Ulogesic) 
CONTRAINDICATIONS: Although no contraindications for ULOMINIC or ULOGESIC are known, they 
should be used only for acute cough. 

CAUTION: Since ULOMINIC and ULOGESIC contain an antihistaminic agent, drowsi- 
ness may occur. As they also contain a sympathomimetic agent, they should 
be used with caution in coronary artery disease, glaucoma, hypertension, 
and hyperthyroidism. 


SIDE EFFECTS: 


These occur only occasionally and have been mild. Nausea and dizziness 
have occurred infrequently; vomiting and drowsiness rarely. As with all 
centrally acting drugs, an infrequent case may develop excitation, hyper- 
irritability and nightmares. The symptoms disappear within a few hours 
after the drug is discontinued. In three cases (1 adult and 2 children) 
where the drug was continued in large or even excessive amounts after 
stimulation was present, hallucinations developed. Upon withdrawal of 
the medication, the patients recovered rapidly within a few hours. 


Side effects from ULOMINIC or ULOGESIC occur occasionally and are 
mild. Nausea, dizziness, and dryness of the mouth occur infrequently; 
vomiting and drowsiness rarely. 
DOSAGE: 
Adults: 25 mg. (1 teaspoonful) 3 or 4 times daily as required. 
Children: 6 to 12 years of age—12.5 to 25 mg. (14 to 1 teaspoonful) 3 
or 4 times daily as required; 


2 to 6 years of age—12.5 mg. (14 teaspoonful) 3 or 4 times daily as 
required. 


Adults: One teaspoonful (5 cc) four times daily. 
Children: 6 to 12 years— 14% teaspoonful (2.5 cc) 4 times daily. 
2 to 6 years— 14 teaspoonful (25 drops) 4 times daily. 


Adults: Two tablets 4 times daily. 
Children: 6 to 12 years—one tablet 4 times daily. 
AVAILABILITY: Bottles 12 oz. 


Bottles 1 pint. 
Riker, Bottles of 100 tablets. 


FORMULAS 


ULOMINIC ULOGESIC 
Each teaspoonful (5 cc) contains: Each tabiet contains: 
ULO chlophedianol HCi* HCI* (aipha- 
(2-dimethylaminoethy! 2-dimethylaminoethy! 
Each ant, containe: o-chlorobenzhydrol-HCl). . 15.0 mg. o-chlorobenzhydrol-HC!).. 7.5 mg. 
alpha-(2-dimethylamino ethyl)-o- diphenylpyraline HCI diphenyipyraline HCI (1- 
dryl ether-HCl)........... 1.0 mg. 0.5 mg. 
chloroform, U.S.P......... 0.001 ml. phenylephrine HCI........... 5.0mg. phenylephrine HCI........... 2.5 mg. 
Alcohol 6.65 per cent in a pleasant glyceryl guaiacolate........... 100.0 mg. glyceryl guaiacolate........... 25.0 mg. 
flavored syrup base ie 6.0% acetaminophen............... 162.5 mg. 


CAUTION: Federal law prohibits dispensing without prescription 


Riker LABORATORIES, INC. 


Northridge, California 


~ 
| 
— 
% VEEEN ES 
ULOGES Ve | 
| 
‘ 
*Patents pending 


about that biliary dyspepsia... 


Give Supligol to increase the volume and flow of low viscosity 

bile through the biliary tree. The choleretic and hydrocholeretic 
action of the whole bile plus ketocholanic acids in Supligol effec- 
tively overcomes biliary stasis and aids fat digestion. 

The result is a rapid return to normal biliary function and relief 

of constipation, flatulence and abdominal discomfort. 
Contraindication : Complete biliary obstruction. 
Supligol®Tablets write for samples 
Whole bile plus ketocholaniec acids 

American Ferment Division, Breon Laboratories Inc., New York 18, N. Y. 
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Who Is This Doctor? 


Identify the famous physician from clues in this brief biography 


B.., at Berne in 1708, he studied at Leyden under 
Boerhaave and became the great physiologist of his day, but his 
prodigious achievements in and outside of medicine almost over- 
shadow his chief role. 

As to physiology, his Primae Lineas Physiologiae is considered 
the first physiology text. His Elements Physiologiae Corporis 
Humani was a giant study of anatomy and embryology as well as 
physiology. He also published an outstanding illustrated atlas of 
the anatomy of the blood vessels. 

From his earliest days an an infant prodigy, he worked in 
various fields at a furious pace. As a child he wrote Latin verse, 
Chaldee grammers, Latin translations and biographies. For 17 
years at the U. of Gottingen he taught anatomy, surgery and 
botany and helped make it a great university. 

He wrote some 13,000 scientific papers and maintained a scien- 
tific correspondence that is only partly extant in 67 great volumes 
in the Berne Library. 

He established botanic gardens and churches, a philological 
seminary and a state orphan asylum. When he had retired to 
Bern in 1753, he was its public health officer and had the time 
for historical novels and poetry. 

His poem Die Alpen drew attention to the beauty of Swiss 
nature and is said to have influenced Schiller and Coleridge. His 
Versuch schweizerischer Gedichte became the basis of a famous 
literary quarrel of the day on the relative merits of the natural 
and the artificial in poetry. Though the great Goethe derided one 
of his poetic observations on nature as oversentimentalized, the 
very notice of such a literary figure speaks for his position in 
letters. He appears in the memoirs of Casanova, who noted his 
knowledge and fine manners. 

Can you name this doctor? (Answer on page 234a.) 
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the antidepressant with a significant difference: 

¢ given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 
and insomnia ¢ followed by control’ of 


others may require up to two weeks or longer to obtain benefit. 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


ANTIDEPRESSANTS 


| TRANQUILIZERS 


@ asingle agent (not a combination of compounds) 


@ effective in all types of depression...particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 
@ not an amine oxidase (MAO) inhibitor 
M ‘s) D 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


FOR YOUR PATIENT WITH DEPRESSION 
© 
INJECTION 

: AMITRIPTYLINE HYDROCHLORIDE 
: 


SYMPOSIUM ON DEPRESSION 


INVESTIGATOR 


DUNLOP, EDWIN: 
The treatment of 
depression in 
private practice. 


BENNETT, DOUGLAS: 
Treatment of 

depressive states 

with amitriptyline. 


SAUNDERS, JOHN C.: 
Antidepressives: the 
pith of affective therapy. 


OSTFELD, ADRIAN M.: 
Effects of an anti- 
depressant drug on tests 
of mood and perception. 


with Speci Senin ols New EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


AMITRIPTYLINE HYDROCHLORIDE 


FINDINGS 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 
usefulness in reducing tension, agitation and anxiety, as well as 
in relieving the depressive quality of the illness. Amitriptyline 
appears ...to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 

“...Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


“In those cases showing a good response, early and dramatic 
improvement in sleeplessness resulted and many patients noted 
a feeling of relaxation. The ability of some patients to reduce their 
night sedatives after only a month’s treatment was unique in my 
experience of the treatment of depression.” 


“Its primary action in hospitalized psychotics is antidepressive; 
this along with its very low rate of side actions make it a drug of 
potentially frequent application in a broad spectrum of neuro- 
psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administcr 
and produces a significant improvement in a high percentage 
of cases (60-75).” 


“Finally, it appears that amitriptyline in the doses employed here 
is relatively effective in depressed states of neurotic proportions. 
Its freedom from severe side effects in doses that are therapeu- 
tically effective seems established in this patient population.” 


NEW YORK, N.Y. 
‘Maacu 4, 1961 
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(This symposium was published in 
Diseases of the Nervous System, 


Volume 22, Section Two— Supplement, May 1961) 


INVESTIGATOR 


AYD, FRANK J., JR.: 
Acritique of 
antidepressants. 


FINDINGS 


“Amitriptyline and imipramine induce similar side effects but, 
generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


“... Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 


those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 


50% 


| 
PHENELZINE 
40 40 40 
AMITRIPTYLINE 30 WALAMIDE 30 — 50 
= 20 20 20 
Red 
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EXCERPTS FROM A 
SYMPOSIUM ON A 
DEPRESSION 


(continued ) AMITRIPTYLINE HYDROCHLORIDE 


INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: “In evaluating the effectiveness of amitriptyline in all these dif- 
Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


FELDMAN, PAUL E.: 


“Compared to other energizer compounds, particularly the hydra- 


Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 
chemotherapy ratory reports for the most part remained within normal limits. 
“ (amitriptyline) Occasionally, abnormal readings were reported, but these 
of anergic states, appeared only sporadically and were not related to any clinical 
findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 
whether the emotional difficulty is a manifestation of neurosis or psychosis,’ and in ambulatory or hospitalized 
patients.'.2-3 


USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients require four to six weeks of therapy before obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. i 


The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility of relapse, which may occur if the patient’s depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 


ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 


SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection q.s. 


. REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the physician should consult the detailed information on use accompanying the package or available on request. 


MERCK SHARP & DOHME, DivisiON OF MERCK & CO.., Inc., WEST POINT, PA. 
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when G.I. patients 
double up with pain... 
double up on 
symptomatic relief 


(oxyphencyclimine plus ATARAX®) 


in peptic ulcer and functional bowel distress 
ENARAX provides dual relief of symptoms: it de- 
creases acid flow and spasm...and relieves tension. 


Plus protection against flare-ups 
ENARAX works continuously... gives dependable 24- 
hour control, usually with b,i.d. dosage. 


Here’s how: ENARAX combines oxyphencyclimine, an 
inherently long-acting anticholinergic (no slip-ups 
due to coatings or timing devices), plus Atarax,* one 
of the best tolerated tranquilizers, to decrease ten- 
sion without increasing gastric secretion. The result: 
demonstrated success in 87% of cases.' 


Anticholinergics alone are often not enough. But G. |. 
complaints like ‘‘burning,’’ hyperacidity, pain, spasm 
and associated tension have one hopeful thing in 
common: they usually respond to your prescription 
for ENARAX. 


Dosage: The usual dosage is one ENARAX 5 or ENARAX 10 
tablet twice daily—preferably in the morning and before retiring. 
Maintenance dose should be adjusted according to therapeutic 
response. Use with caution in patients with prostatic hyper- 
trophy and only with ophthalmological supervision in glaucoma. 


Supplied: ENARAX 5 (oxyphencyclimine HCI 5 mg., Atarax 25 
mg.) and ENARAX 10 (oxyphencyclimine HCI 16 mg., Atarax 
25 mg.), bottles of 60. 


1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 
*brand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION WHERE OC. 
CULT BLEEDING IS PRESENT: HEPTUNA® PLUS — 
Balanced Hematinic Formula 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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‘* Data presented in this report indi- 
cate that iron choline citrate [ferro- 
cholinate], a chelated form of iron 
...[is relatively free] from undesira- 
ble gastrointestinal effects.’” 


CuEt-Inon, in its various dosage 
forms, offers optimal assurance of 
effective therapy for more of your 
patients. Since it is neither ionized 
nor precipitated after ingestion, 
CuEt-Iron rarely causes the gastro- 
intestinal complaints reported with 
nonchelated iron salts, such as fer- 
rous sulfate or ferrous gluconate.’ 
Thus, your supplemental or thera- 


effectiveness 


Brand of Ferrocholinate* 


vo Gaze) KINNEY & COMPANY, INC. Columbus, Indiana 


peutic iron regimen is uninterrupted, 
and full hematologic benefits are 
maintained. 


CuéEL-IRon is also less likely to cause danger- 
ous toxic reactions on accidental overdosage.! 
Supplied: CuEt-Iron Tablets, 3 tablets equiv- 
alent to 120 mg. elemental iron, bottles of 100. 
CuEt-Iron Liquid, 1 teaspoonful equivalent 
to 50 mg. elemental iron, bottles of 8 fl.oz. 
CuEt-Iron Pediatric Drops, 1 ec. equivalent 
to 25 mg. elemental iron, with calibrated 
dropper, bottles of 60 ce. 


1. Franklin, M., et al.: J.A.M.A. 166:1685, 1958. 


2. A.M.A. Council on Drugs: New and Non- 
official Drugs 1960, Philadelphia, Lippincott, 
1960, p. 521. 


*U.S. Pat. 2,575,611 
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Coming 


next month... 


By Isidore Altman, M.D., Professor of 
Medical Care Statistics, Department of 
Biostatistics, University of Pittsburgh, 
Graduate School of Public Health, Pitts- 
burgh, Pennsylvania. 


¢ Analyzing the Supply of 
Physicians 


By Watts R. Webb, M.D., Associate Pro- 
fessor, Department of Surgery, University 
of Mississippi, Jackson, Mississippi. 


¢ Clinical Guides in Shock 


By Vincent J. Collins, M.D., Director of 
the Department of Anesthesiology, Cook 
County Hospital, Chicago, Illinois and 
Alfred Granatelli, M.D., New York Uni- 


versity Medical Center, New York, New 
York. 


* The Concept of Operative 
Risk 


By Louis S. London, M.D., Washington, 
mt. 


¢ What Is the Present Status of 
Psychiatry? 


By Bennett W. Billow, M.D., Chief, Thy- 
roid Clinic, Harlem Hospital, New York, 
New York. 


* Help for the Obese 
Hypothyroid Patient 


By Lothar Wirth, M. D., Rensselaer, New 
York. 


* On the Treatment of the 
Polycythemias 


FOR COMPLETE DETAILS ON 


*Tragemark, Reg. U.S. Pat. Off.—prand of etryptamine acetate 


SEE PAGE l6la 
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In acute and chronic diarrhea the most effective symptomatic 
solution to the dual problem 


dual action 


fast action 1 fast action 2 

for too fluid feces: for too frequent evacuations: 
Exceptional water-binding Superior, yet selective, 

capacity of polycarbophil to nonopiate antimotility action 

absorb free fecal water of thihexinol methylbromide 

(Complete information regarding the use of Sorboquel Tablets is available on request.) 


dosage: For older children and adults, initial dosage of one SORBOQUEL Tablet q.i.d. is usually adequate. 
Severe diarrheas may require six, or even eight, tablets in divided daily doses. (Dosages exceeding six 
tablets a day should not be employed over prolonged periods.) 

Supplied: Sorboquel Tablets, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycarbophil and 
15 mg. thihexinol methy!bromide. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey (Fax) 
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Why is the 
methyl 
“governor” 
in Orinase 
important? 


oxidation 
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One of the most significant advantages of Orinase therapy is 
the rarity of associatéd hypoglycemic reactions. 

This widely-reported clinical benefit is a function of the 
exclusive Orinase methyl “governor.” Lending itself to ready 

oxidation (principally, it is thought, a hepatic process), the 
# methyl group ensures prompt metabolic inactivation of the 
Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
that has no hypoglycemic activity at the existing levels. 

As a result of the oxidation of its methyl group, Orinase 
shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


Orinase 


Orinase Metabolite 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The for 
Orinase is stable diabetes mellitu 

about the lowering of bi 
diminishes, and such symptoms as pruritus, poly- 
uria, and polyphagia disappear. 

Dosage: There is no fixed regimen for initiati 
Orinase therap 


Secttens to Orinase are usually not of a serious 
of gastrointestinal 

and variable allergic skin 

he gastrointestinal disturbances 


le or maintained at 
. Whichever is necessary to 
maintain optimum contro! 

Patients receiving insulin (less than 20 ——— 
insulin and Orinase; $8 

40 units)—initiate Orinase with a concurren! 
reduction in insulin dose with a further Clinical toxicity: Orinase appears to be remarkably 
ree from gross clinical toxicity on the basis of 


insulin therapy, an individualized schedule is usu- 
ally obtainable during a trial course of two or 
more weeks. 
Contraindications and side effects: Orinase is Son- 
in having juvenile or gro’ 

set, unst brittle types of diabetes 
mellitus; history of diabetic coma, fever, severe 
trauma or gangrene 
Side effects are mild, transient and limited to ap- 
proximately 39 of patients. Hypoglycemia and 
toxic reactions are extremely rare. Hypoglycemia 
is most likely to occur during the period of transi- 
tion from insulin to Orinase. Other untoward 


Copyright 1961, The Upjohn Company 


The Upjohn Company, Kalamazoo, Michigan | Upjohn | Bato 


reported only 
one case of cholestatic jaundice related to Orinase 
administration, which occurred in a patient with 
pre-existing liver dise ase and which rapidly re- 
versed upon discontinuance of the drug. 
Each tablet contains: 
Tolbutamide 


Supplied: In bottles of 50. 


*Trademark, Reg. U.S. Pat. Of.— 


tolbutamide, Upjohn June, 1961 
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ache appear to be related to the size of the dose, 
and they frequently disappear when dosage is re- | 
- duced to maintenance levels or the total daily dose } 
is is ad stered divided port after eals. 
| | 
served re than 4 anit reduce alin by experience accumulated during more than four 
Oe ; - Orinase with a further careful years of clinical use. Crystalluria or other un- 
— Goseme se to Orinase toward effects on renal function have not been 
redui observed. Long-term studies of hepatic function 
in humans and experience in over 650,000 dia- 
betics have shown Orinase to be remarkably free "; 
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moms 
and minors... 
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LIVITAMIN 


...the hematinic with built-in nutritional support 


Many growing children and most women of 
menstrual age deplete their iron reserves and 
slide into iron-deficiency anemia. 


Livitamin changes the minus to a plus be- 
cause it restores depleted iron reserves and 
also provides integrated nutritional support. 
Iron in Livitamin is well absorbed, with 
minimum gastric upset and constipation. And 
with Livitamin there is no worry about teeth 
stain ...or taste acceptance. 


WRITE FOR LITERATURE 
AND DOSAGE INFORMATION. 


THE s.£. MlassENGILL COMPANY 


Bristol, Tennessee . New York 
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FORMULA: Each fiuidounce contains: 


iron, ‘onized 
lng elemental iron to 71 mg.) 


Manganese citrate, soluble, N.F. ....... 
Thiamine hydrochloride 


Pyridoxine hydrochloride 
Pantothenic acid 


SUPPLIED: Liquid: 8 oz. bottles, pints, gallons; Capsules: 
Bottles of 100, 500, 1000. Also available as LIVITAMIN 
with INTRINSIC FACTOR: bottles of 100 capsules. 


Kansas City ° San Francisco 
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20 mcg. 
Nicotinamide SOmg. 
1 Gm. 
‘ Rice bran extract, U.S.P.XIV ......... 1 Gm. 
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if fatness is the problem, the skinfold test will tell... 


Studies emphasize that persons of “normal” body weight exhibit differences 
in their fatness and that body weight is an imperfect guide to body fat.*-4-§ 
Recently, the calibrated measurement of skinfolds has received increasing 
clinical attention as a method of measuring obesity — because of its sim- 
plicity, rapidity and accuracy.!+* 


Measurement is made at selected sites with special constant tension calipers.* 


Detailed information on the skinfold test is given in a special booklet, 
available to physicians on request. 


the skinfold test 


BAMADEX 


Dextro-amphetamine sulfate with meprobamate 
® for 


fat loss 

NEW BAMADEX SEQUELS contain the appetite-suppressant, 
d-amphetamine, effectively balanced with the tranquilizer, 
meprobamate, for sustained, effective appetite control 
without overstimulation of the central nervous system. One 
BAMADEX SEQUELS capsule suppresses appetite during the 
day...carries the patient through the critical period of 
compulsive eating ... helps establish a new pattern of eat- 
ie ing less — the ultimate aim of therapy. 


Each capsule contains: d-amphetamine sulfate, 15 mg., meprobamate, 300 mg. Dosage: One capsule daily, preferably 
in the morning. Supply: Bottles of 30. Precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who are severely hypertensive. 

REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS FROM vour LEDERLE REPRE- 
SENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 2 

References: 1. Best, W.R.: J. Lab. & Clin. Med. 43:967 (1954). 2. Brozek, J. and Keys, A.: Nutrition Abstr. & Rev. 20:247 
(1950). 3. Garn,$.M. and Shamir, Z.: In Methods for Research in Human Growth. Charles C. Thomas, Springfield, lll., 1958, 
p. 64. 4. Mayer, J.: Postgrad. Med. 25:469 (1959). 5. Tanner, J.M.: Proc. Nutrition Soc. 18:148 (1959). 


(Lange Skinfold Caliper courtesy of Kentucky Research Foundation, Wenner-Gren Aeronautical Research Laboratory, 
University of Kentucky, Lexington, Kentucky) 


—Zedorie) LEDERLE LABORATORIES, A Division of American Cyanamid Company, Peart River, New York 
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X-RAY DIAGNOSIS 


(Answer from page 33a) 


CooLey’s ANEMIA 


Marked widening of the medullary cavities 
of the skull (including the facial bones) 
and of the distal portions of both upper ex- 
tremities. The widening has produced thin- 
ning of the cortices. There are numerous 
small calcific areas in the medullary cavities 
as result of infarcts. 


DERMATOLOGICAL DIAGNOSIS 


women 


(Answer from page 40a) 


i 
4 


ALLERGIC CONTACT DERMATITIS 
Due TO RAGWEED OLEORESIN. 


EKG DIAGNOSIS 


(Answer from page 46a) 


COMPLETE RIGHT BUNDLE BRANCH BLOCK 
The tracing illustrates the typical findings 
of complete right bundle branch block. The 
presence of RBBB does not necessarily indi- 
cate myocardial disease, in contrast to 
LBBB. 


*Trademark, Reg. U.S. Pat. Off.-prand of etryptamine acetate 


SEE PAGE 16la 
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the first antiviral biotic with proven clinical 


~ 
; 
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LIPOPROTEIN-NUCLEIC ACID COMPLEX 


RETICULOSE HAS BEEN REPORTED TO BE SUCCESSFUL IN THE THERAPEUTIC MANAGEMENT OF: 
Herpetic diseases, 3, 5, encephalitis, 1, 2, 3, generalized vaccinia, 3, 4, 
infectious hepatitis, 3, influenza, Asian influenza, 3, upper respiratory 
viral infections, 3, infectious mononucleosis, 3, mumps orchitis, 2. 


Reticulose is nontoxic, free from anaphylactogenic properties, is miscible 
with tissue fluids and blood sera. It is an injectable product, administered 
intramuscularly, supplied in 2 cc. ampoules and is extremely stable. 


Dosage: acute; acute infection and seriously ill patient . . . one 2 cc. ampoule 
intramuscularly each 4 to 6 hours, reducing dosage as therapeutic response is 
established. ambulatory; in acute infection of ambulatory patient . . . one 2 cc. 
ampoule intramuscularly each 12 to 24 hours. subacute; in subacute infection... 
one 2 cc. ampoule intramuscularly daily. In children under five years of age... 
¥% ampoule is recommended according to above schedule. Contraindications: 
In states of hypersensitization (severe allergies, etc.). Active tuberculosis. 


Bibliography: 1. Anderson, R. H., Thompson, R. M., Treatment of Viral Syndromes, Va. 
Med. Mo. Vol. 84-347 353, 7-57. 2. Scientific Exhibit, Va. State Medical Soc., Washington, 
D.C. Oct. 1957. 3. Symposium Viral Diseases, Miami, Fla. September, 1960. 4. Reynolds, 
R. M., Vaccinia, Archives of Pediatrics, Vol. 77 No. 10 Oct. 1960. 5. Wegryn, S. R., Marks, 
Jr.R. A., Baugh, J. R., Herpes Gestationis, American Journal Ob. and Gyn., Vol. 79 Apr. 1960. 


Literature is available upon request. 


CHEMICO LABORATORIES, INC. 7250 N.E. FOURTH AVE., MIAMI, FLORIDA 
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Wt SULTRIN Cream, formerly avail 
in buff-colored Triple Sulfa Cream, | 
destroys a wide variety of vaginal pa ‘ 

gens 

trichomonads by restoring the 

vaginal pH. Outstandingly effective in 


discomfort, and reduces 
78 Gm. tube with or a 


Cervical Cauterization, > CC ipl In Postpartt 
Cervical or Vaginal $ gery amid 


AS 


*Case Reports on File, Wampole Laboratories 


ANNOUNCING: the first orat enzyme 


preparation as efficacious as an injection 


Chymotrypsin is the only orally administered proteolytic enzyme likely to reach the site of inflammation in active form. In 
contrast to trypsin, which is rapidly inactivated, chymotrypsin remains relatively stable in human intestinal juice.1,2 Evidence 
of systemic absorption — Experimental: Radioactive studies show blood levels after one 20 mg. AVAZYME tablet comparable to 
those of intramuscular injection of 5 mg. chymotrypsin.1,3 Clinical: Oral AVAZYME therapy reversed the inflammatory process 
in chronic and acute conditions; prevented severe postoperative edema and ecchymosis.4,5 Well tolerated and practical — 
Eliminates painful or necrotizing injections, and reduces the risk of allergic or anaphylactoid reactions. 


INDICATED in trauma, pre- and post-surgery, thrombophlebitis, ophthalmology, obstetrics and gynecology, urology, respiratory conditions, 
Otolaryngology, oral and dental pre- and post-surgery. Desage: in severe cases, two tablets four times daily followed by a maintenance 
dosage of one tablet four times daily. In mild cases, one tablet four times daily is sufficient. In the presence of infections, appropriate 
antibiotic therapy should be used concurrently. AVAZYME is compatible with all commonly used drugs. Available as crystalline chymotrypsin 
(AVAZYME) in yellow enteric coated tablets equivalent in proteolytic activity to 50,000 Wampole Units (approximately 20 mg.), bottles of 48. 
NOTE: In the event that AvazYME tablets are not readily obtainable, the pharmacist can be assured of supplies by calling his wholesaler. 
Avazyme is carried by all major wholesalers. 

REFERENCES: 1. Avakian, S.: New England J. Med. 264:764, 1961. 2. Wohiman, A., Kabacoff, B. L., and Avakian, S.: to be published. 3. Bogner, 
R. L.: to be published. 4. Coleman, J. M., et al.: Intestinal Absorption of Crystalline Chymotrypsin, Exhibit presented at the Scientific Session 
of the American Academy of General Practice, Miami Beach, Florida, April 17, 1961. 5. Monninger, R. H. G.: scheduled for publication in Clinical 
Medicine, 1961. 


® An orally administered enzyme with proven absorption. 
Va ryme A research development of Wampole Laboratories. 


&n ail crystalline chymotrypsin tablet 


MEDICAL TIMES 


| 
| 
NEW 
VAMPOLE 
LABORATORING 
Connecticut 
9a 


1. Patients receiving bacitracin should be 


watched for evidence of: 


A) Marrow depression. 

B) Hepatocellular damage. 
C) Renal injury. 

D) Exfoliative dermatitis. 
E) Intestinal tract bleeding. 


2. Of the following the most effective treat- 


ment for lymphosarcoma is: 


A) Roentgen ray therapy. 
B) A-methopterin. 

C) Tri-ethylene melamine. 
D) Urethane.’ 

E) Myleran. 


3. Band keratopathy is usually associated 


with all of the following conditions except: 


A) Uremia. 

B) Renal tubular acidosis. 
C) Sarcoidosis. 

D) Hyperparathyroidism. 
E) Vitamin D intoxication. 


4. The Lisfranc amputation of the foot is: 
A) A subastragaloid disarticulation. 
B) An amputation through the middle third 


of the leg. 


C) A tarsometatarsal disarticulation. 
D) A mediotarsal disarticulation. 
E) An amputation just above the malleoli. 


5. A syndrome characterized by red or cya- 
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These questions were prepared especially for Medical Times 
by the Professional Examination Service, a division of the American 


Public Health Association. Answers will be found on page 234a. 


notic, painful, puffy extremities aggravated by 
warmth and relieved by cold, is known as: 

A) Livido reticularis. 

B) Pernio. 

C) Raynaud’s disease. 

D) Acrocyanosis. 

E) Erythromelalgia. 


6. Most children afflicted with phenylpyru- 
vic oligophrenia have: 

A) Ichthyosis. 

B) A dark complexion. 

C) Impetigo. 

D) A fair complexion. 

E) Nevi. 


7. In carcinoid heart disease serotonin is 
destroyed in the: 

A) Kidneys. 

B) Liver. 

C) Reticulo-endothelial system. 

D) Spleen. 

E) Lungs. 


8. The most common primary neoplasm of 
bone originating in the sacrum is the: 

A) Fibrosarcoma. 

B) Benign giant cell tumor of bone. 

C) Giant osteoid osteoma. 

D) Osteochondroma. 

E) Chordoma. 


Concluded on page 98a 
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Only the cold symptoms with 


For Complete Symptomatic Relief of Colds 


HYGOMINE 


a new: 


TABLETS 


combination* designed to relieve a wide variety of symptoms 


encountered in respiratory tract infections, including the common cold 


each Hycomineé Compound Tablet contains: 
antitussive and smooth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone 
muscle relaxant — bitartrate (warning: may be habit-forming) 
and 1.5 mg. homatropine methylbromide] 
antihistaminic — 2 mg. chlorpheniramine maleate 
nasal decongestant — 10 mg. phenylephrine hydrochloride 
analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 
mild stimulant — 30 mg. caffeine 


DOSAGE: Average Adult Dose: 1 tablet four times a day. May be habit 
forming. Federal law permits oral prescription. 
Literature on request 


ENDO LABORATORIES « Richmond Hill 18, New York 


°U. Pat. 2,630,400 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


lam pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 


about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not “just another tranquilizer.” We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 


eunoia*—'‘a normal mental state." This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 
to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 


tension /anxiety in your practice. 


Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe “Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour. ©1961,A.P.CO. *Stedman's Medical Dictionary. 
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ANNOUNCING THE FIRST 


Symbols of the Age of Tension/Anxiety 


i 


FOR 


LISTICAby ARMOUR allays TENSION/ANXIETY... 
A\ maintains acuity... promotes eunoia’... 


facilitates somatic diagnosis and therapy 
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lifts the facade of 
TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 
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SELECTIVE TENSITROPIC 


LISTICA 


New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension/anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from.drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA’— 
“a normal mental state.” It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies'* in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?!3 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few.days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 


References: 


1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arche. de Pharmacodynamie; 2Hubata, J. A., and Hecht, R. A.: Review of Clinical Use of Hydroxyphena- 
mate (Listica) in 1,759 Patients. To be published in Clinical Medicine; 3Taub, S. J.: Management of 
Anxiety in Allergic Disorders—New Approach. To be published in Psychosomatics; 4Cahn, B.: Experi- 
ence with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Davis, O.F.: On Use of Hydroxyphena- 
mate in Anxiety Associated with Somatic Disease. To be published; Alexander, L.: Effect of Hydroxyphen- 
amate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the Nervous System, 
Sept., 1961; 7Cahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moderate Anxiety States. 
bid; 8Cahn, M. M., and Levy, E. J.: Use of Hydroxyphenamate (Listica) in Dermatological Therapy. 
Ibid; %Eisenberg, B. C.: Amelioration of Allergic Symptoms with a New Tranquilizer Drug (Listica). /bid; 
10Friedman, A. P.: Pharmacological Approach to Treatment of Headache. /bid; ''Greenspan, E. B.: Use 
of Hydroxyphenamate in Some Forms of Cardiovascular Disease. /bid; 12Gouldman, C., Lunde, F., and 
Davis, J.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. /bid; ‘3McLaughlin, B. E., Harris, J., 
and Ryan, E.: Double Blind Study Involving ‘‘Listica,"" Chlordiazepoxide, and “Placebo” as Adjunct to 
Supportive Psychotherapy in Psychiatric Clinic. /bid, 4Bastian, J. W.: Pharmacology and Toxicology 
of Hydroxyphenamate. /bid; '5Bossinger, C. D.: Chemistry of Hydroxyphenamate. /bid, 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe hydroxyphenamate. 


USTICA—Hydroxyphenamate, Armour. © 1961, A.P. CO. *Stedman's Medical Dictionary 
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Concluded from page 93a 


9. Anemic crises in chronic hemolytic dis- 
orders are most often due to: 

A) Increased destruction of erythrocytes by 
the extrasplenic reticulo-endothelial system. 

B) Occult bleeding. 

C) Increased splenic destruction of erythro- 
cytes. 

D) An exhaustion of marrow elements. 

E) A circulating hemolysin. 


10. Clubbing of the fingers does not occur 
in: 

A) Biliary cirrhosis. 

B) Chronic amebic dysentery. 

C) Carcinoma of the cecum. 

D) Oat cell carcinoma. 

E) Ulcerative colitis. 


A. prdvent 2 and clear up 
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11. Splenomegaly is an expected accom- 
paniment of jaundice in all of the following 
conditions except: 

A) Hanot’s cirrhosis. 

B) Weil’s disease. 

C) Postnecrotic cirrhosis. 

D) Luetic hepatitis. 

E) Infectious mononucleosis. 


12. Other factors being equal, axonal re- 
generation of a severed peripheral nerve in the 
extremities proceeds most rapidly in the: 

A) Hand and foot. 

B) Regions about the elbow and knee. 

C) Forearm and lower leg. 

D) Upper parts of the arm and thigh. 

E) Fingers and toes. 
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13. A streptococcus viridans endocarditis in 
an edentulous patient is: 

A) An occurrence of more than normal 
frequency. 

B) Suggestive of a salivary gland abscess. 

C) An unusual occurrence. 

D) An occurrence of normal frequency. 

E) Known to run a rapidly fatal course. 


14. A pressor response ten minutes after 
intravenous histamine is probably due to: 

A) Zuckerkandl’s adenoma. 

B) Gastric activity. 

C) Pheochromocytoma. 

D) Histamine headache. 

E) Cushing’s syndrome. 


15. An abnormally high cerebrospinal fluid 
protein occurs in: 
A) Rheumatoid spondylitis. 


D) Ochronosis. 
E) Primary amyloidosis. 


16. An unfavorable sign during the course 
of active tuberculosis is: 

A) The appearance of cryoglobulins. 

B) An increase in red cell fragility. 

C) A fall in serum calcium. 

D) Progressive lymphocytosis. 

E) Increasing monocytosis. 


(Answers on Page 234a) 


WANTED: MEDIQUIZ* QUESTIONS 


Want to try your hand at preparing questions 
for MepicaL TIMES Mediquiz? If you are inter- 
ested, write for information to American Public 
Health Association, Professional Examination 
Service, Attention: Mrs, Ruth Shaper, 1790 
Broadway, New York City 19, New York. You 


B) Peutz-Jaeger syndrome. 


will receive payment for each question accepted . 
C) Ellison-Zollinger syndrome. 


for Mediquiz. 


© 
Bacid. 
the highest available potency of viable L. acidophilus (a specially cultured 
human strain) with 100 mg. of sodium carboxymethylcellulose per capsule. 


use BACID with every antibiotic Rx for effective antidiarrheal protection. 


BACID acts to re-implant billions of friendly Lactobacillus acidophilus in the intestinal tract. 
This serves to create an aciduric flora hostile to the growth of putrefactive bacteria and 
antibiotic-resistant pathogens. BACID is most useful to help prevent and overcome diarrhea, 
flatulence, perianal itching and other symptoms due to antibiotics, etc. Also valuable in func- 
tional constipation, irritable colon, diverticulitis. 


completely non-toxic — physiologic BACID is safe and well tolerated in many times the 
suggested dosage (2 capsules, two to four times a day, preferably with milk). 

Bottles of 50 and 100 capsules. 

samples and descriptive literature from... 


u. Ss. vitamin « pharmaceutical corporation 


Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N.Y. 
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Senidep ‘ession to | the right frame of mi 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT™ is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1953. 8. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


References: 


PHILIPS ROXANE, INC. Columbus 16, Ohio 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 


Contraindications: None known in 


Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 
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STOPS THE ASTHMA ATTACK 


IN MINUTES...FOR HOURS.. 
ORALLY 


ELIXOPHYLLIN 


RAPID RELIEF IN MINUTES— in 15 min- 
utes'** mean theophylline blood levels are comparable to I. V. 
aminophylline—so that severe attacks have been terminated 
in 10 to 30 minutes.'*** Note: With Elixophyllin the patient 
can learn to abort an attack in its incipient stage. 


INHERENT SUSTAINED ACTION —After 
absorption theophylline is slowly eliminated during a 9-hour 
period.’ Clinically proved relief and protection day and night 
with t.i.d. dosage.'**** 


NO UNNEEDED SIDE EFFECTS— Since 
Elixophyllin does not need “‘auxiliaries,” it contains no ephed- 
rine — no barbiturate — no iodide—no steroid. Gastric distress 
is rarely encountered.** 


Each tablespoonful (15 cc.) contains 


theophylline 80 mg. (equivalent to ast tic s 
100 m me. aminophylline) in a hydro- dj 
alcoholic vehicle (alcohol 20%) 


. ~ 
ACUTE ATTACKS: ' 


single dose of 75 cc. for adults; 0.5 
cc. per Ib. of body weight for children, 


24 HOUR CONTROL: 


for adults 45 cc. doses before break- 
fast, at 3 P.M., and before retiring; 
after two days, 30 cc. doses. Children, 
first 6 doses 0.3 cc.—then 0.2 cc. 
per Ib. of body weight as above. 


15 


in, J. Hennessy, D.J.: (March) 1957. 3. 
Ren 1959. 4 ‘Burbank B.; Schiuger, J., and MeGinn, J.: Am 
234:28 (July) 1957. 5. Spielman, A.0.: Ann. Allergy ae) 270 une)’ 1957. 6. 
J.: Ann 1958. 7. Waxter, S.H., and Shack, 
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luger, J.: 
Kessler, F.: 
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hoice 1960- 
1961, St. Louis, The C.V. Mosby Company, 1960, p. 516. 9. Wilhelm, R.E., Conn, H.F.: in 
Current Therapy—i961, Philadelphia, W.B. Saunders Company, p. 417. 
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the first comprehensive 
regulator of 
female cyclic function 


(brand of norethynodre! with ethynylestradio! 3-methyl ether) 


THE BASIC ACTION 

Enovip closely mimics the balanced progesta- 
tional-estrogenic action of the functioning corpus 
luteum. This action is readily understood by a 
simple comparison. In effect, ENovip induces a 
physiologic state which simulates early pregnancy 
—except that there is no placenta or fetus. Thus, 
as in pregnancy, the production or release of 
pituitary gonadotropin is inhibited and ovula- 
tion suspended; a pseudodecidual endometrium 
(“pseudo” because neither placenta nor fetus is 
present) is induced and maintained. 


Further, during ENovip therapy, certain symp- 
toms typical of normal pregnancy may be noted 
in some patients, such as nausea—which is usu- 
ally mild and disappears spontaneously within 
a few days—breast engorgement, some degree of 
fluid retention, and often a marked sense of well- 
being. There is no androgenicity. ENovip is as 
Safe as the normal state of pregnancy. 


THE BASIC APPLICATIONS 

1. Correction of menstrual dysfunction. Emer- 
gency treatment of severe dysfunctional uterine 
bleeding is promptly effective following the ad- 
ministration of ENovip in larger doses. Cyclic 
therapy with ENnovin controls less severe dysfunc- 
tional uterine bleeding. In amenorrhea cyclic 
therapy with Enovip establishes a pseudodecidual 
endometrium providing the patient has endo- 
metrial tissue capable of response. 


2. Ovulation suppression (to suspend fertility). 
For this purpose Exovin is administered cycli- 
cally, beginning on day 5 through day 24 (20 
daily doses). The ovary remains in a state of 
physiologic rest and there is no impairment of 
subsequent fertility. When ENnovin is prescribed 
for this cyclic use over prolonged periods, a total 
of twenty-four months should not be exceeded 
until continuing studies indicate that its present 
lack of undesired actions continues for even 
longer intervals. Such studies are now in their 
seventh year and will regularly be reviewed for 
extension of the present recommendation. 
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...unfettered 


§. Adjustment of the menses for reasons of health 
(impending hospitalization for surgery, during 
treatment of Bartholin’s gland cysts, acute ure- 
thritis, rectal abscess, trichomonal or monilial 
vaginitis), or other special circumstances con- 
sidered valid in the opinion of the physician. 
For this purpose ENovip may be started at any 
time in the cycle up to one week before expected 
menstruation. Upon discontinuation, normal 
cyclic bleeding occurs in three to five days. 


4. Endometriosis. Continuous therapy with 
ENovip corrects endometriosis by producing a 
pseudodecidual reaction with subsequent absorp- 
tion of aberrant endometrial tissue. 


5. Threatened and habitual abortion. Enovip 
should be used as emergency treatment in threat- 
ened abortion although symptoms may occur too 
late to be reversible. Continuous therapy with 
Enovip in habitual abortion is based on the phys- 
iology of pregnancy. ENoviv provides balanced 
hormone support of the endometrium, permit- 
ting continuation of pregnancy when endoge- 
nous support is otherwise inadequate. 


6. Endocrine infertility. ENovin has been used 
successfully in cyclic therapy of endocrine infer- 
tility, promoting subsequent pregnancy through 
a probable “rebound” phenomenon. 


THE BASIC DOSAGE 

Basic dosage of Enovip is 5 mg. daily in cyclic 
therapy, beginning on day 5 through day 24 (20 
daily doses) . Higher doses may be used with com- 
plete safety to prevent or control occasional “spot- 
ting” or breakthrough bleeding during ENovip 
therapy, or for rapid effect in the emergency 
treatment of dysfunctional uterine bleeding and 
threatened abortion. 


Enovi is available in tablets of 5 mg. and 10 mg. 
Literature and references, covering more than 
six years of intensive clinical study, available on 
request. 


SEARLE | Research in the Service of Medicine 
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MODERN MEDICINALS 


These brief résumés of essential information on the newer medicinals 


which are not yet listed in the various reference books, can be pasted on 


file cards. This file can be kept by the physician for ready reference. 


Blephamide Ophthalmic Liquifilm, Allergan 
INDICATIONS: For the treatment of sebor- 
rheic and staphylococcal blepharitis. 
DEscRIPTION: Contains sodium sulfaceta- 
mide, 10.0%; prednisolone acetate, 0.2%; 
phenylephrine HCl, 0.12%. The Liquifilm 
vehicle is polyvinyl alcohol; polysorbate 80 
(buffered to a pH of 6.8). 
DosaGeE: Two to four times daily, depend- 
ing upon the severity of the condition. 
SuppLy: Five-cc. plastic dropper bottles. 


DBI-TD Capsules, U.S. Vitamin 

INDICATIONS: For management of diabetes 
mellitus, stable adult diabetes, sulfonylurea 
failures, and as an adjunct to exogenous insulin 
in ketosis-prone unstable (brittle) diabetes in 
adults and children. 

DESCRIPTION: Timed-disintegration, sus- 
tained-action hypoglycemic agent. Each cap- 
sule provides 50 mg. of Phenformin HCl. 

DosaGeE: One capsule daily, usually with 
breakfast; when higher dosages are needed a 
second capsule is given with the evening 
meal, and, if needed, a further increment at 
intervals of one week is added to either the 
a.m. or p.m. dose. 

SuppLy: Bottles of 100 and 1000. 


Fero-Gradumet, Abbott 


INDICATIONS: For the treatment of iron-de- 
ficiency anemias. 
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DESCRIPTION: Each tablet contains ferrous 
sulfate, U.S.P., 525 mg. (elemental iron, 105 
mg.) in controlled release form. 

DosaGE: One tablet daily. Unusually severe 
cases may require more than one. 

SupPLy: Bottles of 100 and 1000. 


Iberet, Abbott 


INDICATIONS: For the treatment of iron- 
deficiency and nutritional anemias. 

DESCRIPTION: Each tablet contains ferrous 
sulfate—in controlled release form—vU.S.P., 
525 mg. (elemental iron, 105 mg.) Cobalamin, 
25 mcg.; thiamine mononitrate, 6 mg.; ribo- 
flavin, 6 mg.; nicotinamide, 30 mg.; pyridoxine 
HCl, 5 mg.; calcium pantothenate, 10 mg.; 
ascorbic acid, 150 mg. 

DosaGE: One tablet daily. In unusually 
severe cases, more than one may be necessary. 

SuppLy: Bottles of 60 and 500. 


Lubasporin, Burroughs Wellcome 


INDICATIONS: For lubricating urological and 
gynecological instruments. To prevent infec- 
tion in catheterization, cystoscopy, dilation, 
transurethral procedures, sterile pelvic exami- 
nation, vaginal surgery. 

DEscriPTION: Each Gm. contains Aero- 
sporin brand Polymyxin B sulfate, 5,000. units; 
benzalkonium chloride, 330 mcg.; methycellu- 
lose, propylene glycol, glycerin, disodium ver- 
senate and purified water. 


Continued on page 107a 
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pathogens 


susceptible 


RAPID RESPONSE —Tao provides a 
rapid and decisive response in a wide range 
of common bacterial infections due to many 
Gram-positive and some Gram-negative bac- 
teria. And after four years of clinical experi- 
ence, Tao continues to be effective against 
many resistant staphylococci. That’s why 


YOU CAN COUNT ON 


triacetyloleandomycin 
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PATHOGENS 


TAO 
IN VIVO 
ACTIVITY 


Staphylococci 
Streptococci 
Pneumococci 
Gonococci 
H. influenzae 


\ \ 
TAO \ TAO \ 


*IN VITRO \ *DEMONSTRATED IN * 
ACTIVITY REPORTED \ LIMITED REPORTS \ 


\ \ 


\ 


Meningococci 
Listeria monocytogenes 
Erysipelothrix rhusiopathiae 
Corynebacterium diphtheriae \ 
Clostridium species 
Bacillus subtilis 
Bacillus anthracis 
Brucella species 


Klebsiella 
pneumoniae 
Ps. aeruginosa 
H. catarrhalis 


\ 
\ 


TAO 


*DEMONSTRATED IN 


\ 
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PROTECTIVE STUDIES 


Rickettsia 
Psittacosis virus 
Lymphogranuloma 
inguinale virus 
Protozoa 
(notably amebae) 


these busy pathogens 
often cause these 
commonly seen infections 


O 


otitis media - acute URI « sinusitis + tonsillitis « pharyngitis + laryngitis » bronchitis « 
lobar & bronchopneumonia « bronchiectasis + iung abscess « furuncles - otitis externa 
« carbuncles + impetigo contagiosa ecthyma + acnevulgaris + infected cysts - 
abscesses - infected contact dermatitis - infected eczema + other pyoderma - cellu- 
litis + infected traumatic or surgical ulcers and wounds + pyelonephritis + pyelitis - 
ureteritis - cystitis - urethritis (including acute gonococcal) » acute salpingitis » endo- 
metritis + bartholinitis - osteomyelitis « staphylococcal enterocolitis - septic arthritis 


*These reports of antimicrobial activity represent experimental data and are 
not considered to be clinical indications for the use of triacetyloleandomycin. 


A FOUR YEAR RECORD OF 


SAFETY—Tao is exceptionally well tol- 
erated. No serious toxic reactions have been 
encountered in the recommended dosage. Aller- 
gic reactions are infrequent and seldom se- 
vere. Available as Tao Capsules, 250 and 
125 mg.; Ready Mixed Oral Suspension, 125 
mg. per 5 cc.; Pediatric Drops, 100 mg. per 
ce. of reconstituted liquid; Intramuscular or 
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Intravenous, as oleandomycin phosphate. 
Usual adult dose: 250 to 500 mg., four times 
daily, depending on severity of infection. 
Usual pediatric dose: 3 to 5 mg./lb. body 
weight every 6 hours. 

NEW, TASTY TAO ORAL SUSPENSION 


Ready Mixed « Raspberry Flavored + For Pediatric Use 
And for nutritional support VITERRA® Vitamins and Minerals 
formulated from Pfizer’s line of fine pharmaceutical products 

New York 17, N. Y. 


Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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Precautions and Contraindications 

Although there have been no reports of significant toxic reactions 
to Preludin, on theoretical grounds it should not be given to pa- 
tients with severe hypertension, thyrotoxicosis or acute coronary 
disease. 

rreludin may be used with caution in cases of moderate hyper- 
fension and cardiac decompensation. 


Preludin®, brand of phenmetrazine hydrochloride. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


\ 


reducing 
the problems 


reducing 


* 
® 
Preludin 
Endurets® 


brand of phenmetrazine HCI prolonged-action tablets 


an oxazine... 
not an amphetamine 


Unsurpassed Effectiveness 

in all controlled clinical studies, Preludin has 
produced impressively greater weight loss 
than placebo tablets regardless of the de- 
gree of enforcement of dietary restriction. 
Exceptionally High Tolerance 

Reports are numerous of successful use of 
Preludin in cases intolerant of other anorex- 
iants. 

Flexibility of Dosage 

Available as scored tablets of 25 mg. for 
b.i.d. or t.i.d. administration and also as 
Endurets®, 75 mg., for once daily administra- 
tion. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 
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Modern Medicinals 


Continued from page 103a 


DosaGE: Using a sterilized applicator tip, 
express the desired amount into the urethra, 
thirty to sixty seconds later the remainder of 
the tube may be applied to the catheter or 
instrument before completing the procedure. 
Also apply to a sterile gauze for application 
to the catheter or instrument. 

SuppLy: Carton of twelve, five-Gm tubes. 


Marax Syrup, J. B. Roerig 

INDICATIONS: New dosage form to control 
bronchospastic disorders and allied conditions. 

DESCRIPTION: A teaspoonful of syrup con- 
tains 2.5 mg. of hydroxyzine HCI; 6.25 mg. of 
ephedrine sulfate; and 32.5 mg. of theophyl- 
line. 

DosaGE: In general, an adult dose of four 
teaspoons, two to four times daily. Some 
patients are controlled adequately with two to 
four teaspoons at bedtime. Interval between 
doses should not be shorter than four hours. 

SuPPLY: One-pint bottles. 


Noscomel Compound, Squibb 

INDICATIONS: For the suppression of coughs 
caused by colds or allergic conditions. 

DESCRIPTION: Each 5 cc. contains nosca- 
pine, 10 mg.; chlorpheniramine maleate, 0.66 
mg.; phenylephrine HCl, 1.66 mg.; ammonium 
chloride, 50 mg.; menthol, 0.25 mg. 

DosaGeE: Adults—Two teaspoonfuls three 
to four times daily. Children six to twelve 
years—One teaspoonful three to four times 
daily. 

Supply: Three oz. bottles. 


Paladac with Minerals, Parke, Davis 
INDICATIONS: For the prevention of certain 
vitamin deficiencies and to supplement mineral 
intake. 
DESCRIPTION: Each tablet contains vitamins 
A, D, C, E, B,, Bz, Bs, Bis, nicotinamide and 
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pantothenic acid. Minerals include iron, cal- 
cium, phosphorus, iodine, potassium and mag- 
nesium. 

DosaGE: One tablet daily or as directed by 
physician. 

Supply: Bottles of 30 and 100. 


Robanul & Robanul-PH Tablets, A. H. Robins 


INDICATIONS: Anticholinergic. For the man- 
agement of duodenal and gastric ulcer. 

DEscCRIPTION: Robanul—Each pink tablet 
contains 1 mg. glycopyrrolate; Robanul-PH— 
Each blue tablet contains 1 mg. glycopyrrolate 
and %4 gr. phenobarbital. 

DosaGE: One tablet three times a day 
(morning, early afternoon, and at bedtime). 

SuppLy: Robanul—Bottles of 100 and 500. 
Robanul-PH—Bottles of 100 and 500. 


Sinutab with Codeine, Warner-Chilcott 

INDICATIONS: For relief of severe and per- 
sistent headaches associated with allergic or 
vasomotor rhinitis, sinusitis, and tension states. 

DESCRIPTION: Contains Sinutab (acetamino- 
phen, 150 mg.; acetophenetidin, 150 mg.; 
phenylpropanolamine HCl, 25 mg.; >henyl- 
toloxamine citrate, 22 mg.) with codeine 
phosphate, 15 mg. 

DosaGE: Two tablets initially, followed by 
one or two tablets every four hours. 

SupPLy: Bottles of twenty-four. 


Tain Oral Suspension, Dorsey 


INDICATIONS: For the symptomatic relief of 
the common cold and the prevention of sec- 
ondary complications due to susceptible or- 
ganisms. 

DESCRIPTION: Each teaspoonful contains 
triacetyloleandomycin, 125 mg.; Triaminic, 25 
mg.; (phenylpropanolamine HCl, 12.5 mg., 
pyrilamine maleate, 6.25 mg.; pheniramine 
maleate, 6.25 mg.); acetaminophen, 150 

Concluded on page 116a 
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for psorvasis—especrally in intertriginous areas 


in view of the importance of the 
skin-drug-vehicle relationship, we are pleased 


to announce the availability of 


ALPHO SYL LUBRICATING C REAM 


THE CLINICALLY PROVEN AL PHOSYL 


IMPROVED CREAM BASE 


A PHARMACOLOGICALLY 


» 
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NEW! ALPHOSYL CREAM 
for psoriatic plaques — especually m 
intertriginous areas — in a base 
that simulates natural skin lipnds! 


OFTEN CLEARS PSORIATIC LESIONS— ESPECIALLY IN INTER- 
TRIGINOUS AREAS! The most distressing location for 
psoriatic plaques is often in intertriginous areas! — 
areas where dry, scaly lesions cause constant friction, 
continuous irritation. The introduction of Alphosyl 
Lubricating Cream is significant, because it is of par- 
ticular value in the dry, extremely scaly psoriatic 
lesions—especially in these intertriginous areas.? It 
not only helps remove scales, but it enhances lubri- 
cation of the skin folds to lessen irritation—has 
proved effective even in resistant cases. In a recent 
clinical study? of 96 psoriatics, 73 patients experi- 
enced 75 to 100% clearing, while 15 had from 50 to 
75% clearing with Alphosyl Lubricating Cream. 
~~» AN IMPORTANT NEW BASE THAT SIMULATES NORMAL 
* skin uipios! Alphosyl Lubricating Cream is 
formulated in a unique vehicle that enhances lubri- 
cation and moisture retention. The base consists of a 
combination of saturated and unsaturated free fatty 
acids, naturally occurring triglycerides, sterols and 
esters resembling the lipoid constituents of normal 
healthy skin. It also contains hydrophilic-lipophilic 
bipolar substances which enhance the “wettability” 
or moisture uptake and retention of the amphoteric 
proteins of the stratum corneum.? It has been shown 
that squalane, one of the ingredients of the base, is 
most effective in dissolving a cement substance in 
psoriatic scale. 


supp.iep: In tubes of 60 Gm. appiication: Rub well 
into lesions 2 to 4 times daily, or as required. 


ACTIVE INGREDIENTS: Allantoin 2% and special coal tar 
extract (Tarbonis®) 5%. 


note: Alphosyl Lotion and Alphosyl HC (lotion 
with 0.25% hydrocortisone) are, of course, available 
for your routine prescription. The Lotion is espe- 
cially recommended for psoriasis of the scalp — 
Alphosyl HC, whenever inflammation is present. 


REFERENCES: 1. Michelson, H. E.: Arch. Dermat. 78:9, 1958. 
2. Bleiberg, J.: Clin. Med. 8:1724 (Sept.) 1961. 


RAS REED & CARNRICK / Kenilworth, New Jersey 
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How Ismelin 
can benefit the 
hospitalized 
“hard case” 
hypertensive 


Ismelin lowers diastolic as well as systolic blood pressure — even in severe or refractory hypertension: Be- 
cause of its pronounced antihypertensive activity and relative freedom from troublesome side effects, 
Ismelin is particularly valuable therapy for hospitalized hypertensive patients. Typically, these patients are 
“hard cases’”—those refractory to the usual office treatment or those who neglected to seek treatment until 
hypertension reached the severe stage. In many such patients, Ismelin has brought both diastolic and systolic 
blood pressure down to normotensive or near-normotensive levels. And this has been accomplished with 
less of the side-effects problem of other potent antihypertensive agents, such as ganglionic blockers. 


Clinical reports confirm the benefits of Ismelin: “Its action [Ismelin] is apparently steady; tolerance does not 
develop; and out-patient care of cases is relatively easy.’”" 


“The use of this extremely potent drug led in all cases, which were treated both in hospital and on an am- 
bulatory basis, to a clear-cut reduction in blood pressure, often to normal levels.’ 


“Notably absent were the constipation, paresis of visual accommodation, and dry mouth characteristic of 
the parasympatholytic effects of ganglion blocking drugs.” 


References: 1. Evanson, J.M., and Sears, H.T.N.: Lancet 2:387 (Aug. 20) 1960. 2. Jaquerod, R., and Spiihler, O.: Schweiz. med. Wchnschr. 90:113 (Jan. 30) 1960 
(translation). 3. Richardson, D. W., and Wyso, E. M.: Virginia M. Month. 86:377 (July) 1959. 

For complete information about Ismelin (including dosage, cautions, and side effects), see current Physicians’ Desk Reference or write CIBA, Summit, N. J. 
Supplied: Tablets, 10 mg. (pale yellow, scored) and 25 mg. (white, scored). /2907M0-4 ISMELIN® sulfate (guanethidine sulfate cipa) 


Ismelin 


C IB A Summit, N. J. 
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because 
DIABETES IS FOR LIFE 


start with 


AND OF CHLORPROPAMIDE 


for maximum assurance 
of continuing success 
with oral therapy 


long-term use continues to 
demonstrate that DIABINESE 
has a comparatively low incidence of secondary failures. 


provides maximum convenience and economy because of 
once-a- day oral administration. 


at presently recommended dosage has a low incidence of adverse 
effects which require discontinuance of therapy. See “In Brief.” 


» 


when more than “diet alone” is needed by the maturity-onset diabetic 


start with 


Diabineser... 


the oral antidiabetic 
likely to succeed 


economical once-a-day dosage 


IN BRIEF \_ 


DIABINESE, a potent sulfonylurea, provides smooth, long- 
lasting control of blood sugar permitting economy and sim- 
plicity of low, once-a-day dosage. Moreover, DIABINESE often 
works where other agents have failed to give satisfactory 
control. 


INDICATIONS: Uncomplicated diabetes mellitus of stable, mild 
or moderately severe nonketotic, maturity-onset type. Certain 
“brittle” patients may be helped to smoother control with 
reduced insulin requirements. 


ADMINISTRATION AND DOSAGE: Familiarity with criteria 
for patient selection, continued close medical supervision, and 
observance by the patient of good dietary and hygienic habits 
are essential. 


As with insulin, DIABINESE dosage must be regulated to indi- 
vidual patient requirements. Average maintenance dosage is 
100-500 mg. daily. For most patients the recommended starting 
dose is 250 mg. given once daily. Geriatric patients should be 
started on 100-125 mg. daily. A priming dose is not necessary 
and should not be used; most patients should be maintained on 
500 mg. or less daily. Maintenance dosage above 750 mg. should 
be avoided. Before initiating therapy, consult complete dosage 
information. 


SIDE EFFECTS: In the main, side effects, e.g., hypoglycemia, 
gastrointestinal intolerance, and neurologic reactions, are re- 
lated to dosage. They are not encountered frequently on pres- 
ently recommended low dosage. There have been, however, 
occasional cases of jaundice and skin eruptions primarily due 
to drug sensitivity; other side effects which may be idiosyncratic 
are occasional diarrhea (sometimes sanguineous) and hema- 
tologic reactions. Since sensitivity reactions usvally occur within 
the first six weeks of therapy, a time when the patient is under 
very close supervision, they may be readily detected. Should 
sensitivity reactions be detected, DIABINESE should be dis- 
continued. 


PRECAUTIONS AND CONTRAINDICATIONS: If hypogly- 
cemia is encountered, the patient must be observed and treated 
continuously as necessary, usually 3-5 days, since DIABINESE 
is not significantly metabolized and is excreted slowly. 
DIABINESE as the sole agent is not indicated in juvenile 
diabetes mellitus and unstable or severely “brittle” diabetes 
mellitus of the adult type. Contraindicated in patients with 
hepatic dysfunction and in diabetes complicated by ketosis, aci- 
dosis, diabetic coma, fever, severe trauma, gangrene, Raynaud’s 
disease, or severe impairment of renal or thyroid function. 


DIABINESE may prolong the activity of barbiturates. An effect 
like that of disulfirram has been noted when patients on 
DIABINESE drink alcoholic beverages. 


SUPPLIED: As 100 mg. and 250 mg. scored chlorpropamide 
tablets. 


More detailed professional information available on request, 
Science for the world’s well-being® 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Ine, 
New York 17, New York 
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when anxiety and tension 


aggravate pain 


TABLETS 


a EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® 
(Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


Relieves pain, relaxes mind and muscle 


e analgesic action to relieve pain 
e calming action to relieve anxiety 


e muscle-relaxant action to relieve spasm and tension 


EQUAGESIC RELIEVES PAIN AND ANXIETY 


For your patients suffering pain accompanied by 
anxiety and tension, EquaceEsic provides gratify- 
ing relief. Potent, non-narcotic analgesia is pro- 
vided by a combination of the potent analgesic, 
ethoheptazine citrate, with time-proved aspirin. 
The muscle-relaxant and anti-anxiety effects of 
meprobamate, coupled with the analgesic agents 
provide analgesia in depth. 


These effective agents relieve the painful anxiety 
and tension of patients suffering from strains, 
sprains, muscle tension and other musculo- 
skeletal conditions. The comforting pain relief 
afforded by Equacesic is rarely hampered by 
side effects.'? 


Satisfactory Pain Relief in 97% of patients with 
painful musculoskeletal conditions. In a study! of 
106 patients suffering musculoskeletal pain 
associated with anxiety and muscle spasm, 
Eguacesic “*. . . was extraordinarily effective, 
satisfactory results being obtained in 97% of the 
patients treated.”” Equacesic provided effective 
pain relief for these conditions: 


osteoarthritis e bursitis e low back syndrome 
tenosynovitis ¢ whiplash injuries e fractures of 
small bones e tension headache 


Gratifying Pain Relief in 747% of patients with painful 
ligament sprains. In a study? of 104 ambulatory 
cases of acute cervical or lumbar muscle liga- 
ment sprain treated with Equacesic, “‘. . . con- 
trol of acute pain was obtained in 74% of the 
cases.’’ The conditions treated occurred in 
typical office patients with pain following injuries 
to the cervical and/or lumbar spine. The author 
concluded “. .. Eqguacesic (Wyeth) is a satisfac- 
tory and useful additional tool in the care of the 
acute injuries due to muscle ligament sprain. . . .” 


1. Splitter, S.R.: Current Therapeutic Research 2:169 
(June) 1960. 2. Harsha, W.N.: J. Okla. State Med. 
Assoc. 54:12 (Jan.) 1961. 


For further information on limitations, adminis- 
tration and prescribing of Equacesic, see descrip- 


tive literature or current Direction 


Circular. 


Wyeth Laboratoriese Philadelphial1, Pa. 
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Modern Medicinals 


Concluded from page 107a 


mg; butylparaben, 0.017%; propylparaben, 
0.009%. 

DosaGE: For infants and children—10 mg. 
per pound of body weight daily in four divided 
doses. For adults and children—weighing over 
eighty pounds—two teaspoonfuls four times 
daily. 

SupPLy: Bottles of eight fl. oz. 


Torecan, Sandoz 


INDICATIONS: To prevent or control nausea 
and vomiting in a wide variety of clinical con- 
ditions, such as pregnancy, labyrinthine dis- 
turbances, inflammatory and non-inflammatory 
conditions, postoperative nausea and vomiting, 
radiation and nitrogen mustard therapy, mi- 
graine and tension headaches. 

DESCRIPTION: Contains  thiethylperazine 
maleate, a phenothiazine compound possessing 
predominantly antiemetic properties. 

DosaGE: Oral, one tablet, t.i.d. 


(Range, 
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It'll make all the other multiple vitamin capsules look sick.” 


Il6a 


two to six tablets per day.) Jntramuscular, 10 
mgms. to 20 mgms. daily. 

SupPLy: Tablets, 10 mgms., bottles of one 
hundred; Ampuls, 2 cc. (5 mgms./cc.) boxes 
of twelve and one hundred. 


Tylenol Tablets, McNeil 


INDICATIONS: For the temporary relief of 
minor aches and pains of arthritis and rheu- 
matism. Also useful as an analgesic in other 
painful disorders such as headache, dysmenor- 
rhea, myalgias, and neuralgias. 

DESCRIPTION: Each tablet contains Tylenol 
acetaminophen, 300 mg. 

DosaGE: One to two tablets every four 
hours. Children six to twelve—one-half to one 
tablet every four hours. Children under six— 
a physician should be consulted. No more 
than four doses should be taken in a twenty- 
four-hour period nor use contained for more 
than ten days, unless directed by a physician. 
SupPLy: Bottles of 100. 


Vad, 3 Oz. Tube, Walker 

INDICATIONS: For diaper rash and other skin 
irritations—in a 3-oz. tube. 

DESCRIPTION: Contains vitamin A, 100,000 
USP Units; Vitamin D, 10,000 USP Units, 
allantoin, 0.10%. 

DosaGE: Apply to affected areas. 
Supply: Three oz. tube. 


Vi-Daylin Chewable Dulcet, Abbott 

INDICATION: Vitamin supplement for chil- 
dren. 

DESCRIPTION: Each tablet contains vitamin 
A, 0.9 mg.; vitagin D, 10 mceg.; thiamine 
mononitrate, 1.5 mg.; riboflavin, 1.2 mg.; 
ascorbic acid, 50 mg.; nicotinamide, 10 mg.; 
cobalamin, 3 mcg.; pyridoxine HCl, 1 mg. 

DosaGE: One tablet daily. Therapeutic 
doses must be determined by the physician. 
SupPLy: Bottles of 30 and 100. 
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a breathing spell from asthma 


a rapid way to clear the airway 


e stops wheezing 
« increases cough effectiveness 


e relieves spasm 


In chronic disorders associated with obstructed respiration, the dependable antispasmodic and expectorant 
action of Quadrinal.capidly clears the bronchial tree; Patients breathe more easily and acute episodes of 
bronchospasm are often eliminated. Quadrinal i$ well tolerated, e¥@n on prolonged administration. The 
potassium iodide in Quadrinal provides an.expectorant of time-testad.effectiveness and safety. 


Indications : Bronchial asthma, chronic bronchitis, 
pulmonary fibrosis, pulmonary emphysema. 
Quadrinal Tablets, containing ephedrine HCI (24 mg.) 
phenobarbital (24 mg.), "Phyllicin'* (theophylline-caicium 
salicylate) (130 mg), and potassium iodide (0.3 Gm). 

Also available — 

a new Quadrinal dosage form with taste-appeal for all age groups: 

fruit-flavored QUADRINAL SUSPENSION teaspoonfyl = 1/2 Quadrinal Tablet) 

KNOLL PHARMACCUTICAL COMPANY, oRANGE, NEW JERSEY 


*Quadrinal, Phyllicin# 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


The new baby is beautiful, but his arrival raises some problems in family planning on which the mother 
will need help — your help. What you counsel or suggest to her may determine the family’s happiness 
for many years to come. When she comes in to see you for her routine postnatal check-up, you have an 
ideal opportunity to counsel her and answer her questions. It’s also an ideal time to recommend the use of 


Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, the mean diffu- 
sion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times of ten 


leading commercially available contraceptive creams, gels, or jellies, according to Gamble (“Spermicidal 
Times of Commercial Contraceptive Materials — 1959”) .* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C.J.: Am. Pract. & Digest. Treat. 11:852 (Oct.) 1960. See also Berberian, D.A., and Slighter, R.G.: J.A.M.A. 


168:2257 (Dec. 27) 1958; Kaufman, S.A.: Obst. and Gynec. 15:401 (March) 1960; Warner, M.P.: J.Am.M. Women’s A. 
14:412 (May) 1959. 


A PRODUCT OF LANTEEN® RESEARCH ~<2iggp Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio ©BREON LABORATORIES INC., New York 18, N. Y. 
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promoted to:the profession only... Adabec 
| jitamin therapy should be as exclusively associated with the 
* —_— nas is the tag on his car bumper. This is why Adabee is promoted to the — a 
- . tor only. A logical, forthright formula of A, B, C, and D in therapeutic amoun a S 
be ____ Adabee is never publicly advertised or displayed. It's intended only situations that | 
require a doctor in the driver's seat. Each yellow, capsule-shaped| tablet contains: 
| Vitamin A, 25,000 USP units; Vitamin D, 1,000 USP units; Thiamine m ate (B,), iS 
15 mg.; Riboflavin (B.), 10 mg.; Pyridoxine HCI (B.), 5 mg.; Nicotinamide, 
AH.Robins Company i ichmce 
Robins Company inc. Richmond, Va. 


Now for all types of acute coughs 


UELIDRINE 


TRADEMARK 


THE NON-NARCOTIC ANTIHISTAMINE-ANTITUSSIVE 


Quelidrine provides a full range of 


therapeutic action whenever cough com- 


plicates such inflammatory or allergic 


disorders as the common cold, rhinitis, 
sinusitis, pharyngitis, tracheitis, 
bronchitis, laryngitis, asthma, grippe. 
influenza and pneumonitis. 

Your patients will like the fruit- 
flavor (there’s no bitter aftertaste). 
Quelidrine is available, with or without 


a prescription, in all states. 


Each teaspoonful (5 ml.) contains: 


DEXTROMETHORPHAN HYDROBROMIDE 
10 mg. 


Non-narcotic, non-addicting antitussive. . . 


CHLORPHENIRAMINE MALEATE 


Allergy-relieving antihistamine 


EPHEDRINE HYDROCHLORIDE 


Respiration-easing bronchodilator 


PHENYLEPHRINE HYDROCHLORIDE 


Nasal-vasoconstricting decongestant 


AMMONIUM CHLORIDE 


Mucus-thinning expectorant 


IPECAC FLUIDEXTRACT 


Secretion-promoting expectorant 


ALCOHOL 2% 


5 mg. 
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Quelidrine—Non-Narcotic, Antihistaminic Cough Suppressant, Abbott 
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The Virginians Jj 
and they rec 


hysicians 


among them, 
among their s, 


fancying the Number of their Diseases would 
increase with that of their Physicians. 


ISIDORE ALTMAN, Ph.D. 
Pittsburgh, Pennsylvania 


ta amount of space currently 
devoted by scientific journals, newspapers, and 
other news sources to whether or not we have 
a sufficient supply of physicians indicates the 
importance attached to this question. Presi- 
dent Kennedy, in his health message of Feb- 
ruary 9, 1961, recommended a program of 
scholarships for medical and dental students 
and grants to the medical and dental schools 
for expanding teaching facilities, on the ground 
that “Adequate health care requires an ade- 
quate supply of well-trained personnel. We 
do not have that adequate supply today—and 
shortages are growing.” A committee of dis- 
tinguished citizens, reporting to the Surgeon 
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General of the U. S. Public Health Service on 
the subject of “Physicians for a Growing 
America,” found that “The problem of increas- 
ing the supply of medical graduates is urgent.” 
Two other such committees which reported on 
medical research, one report being made for 
the executive branch and the other for the 
legislative branch of the federal government, 
gave major consideration to the problem of 
manpower supply.* 

The thesis that a shortage of physicians 
exists—or, if it does not exist, it soon will— 
appears now to be generally accepted. Yet how 
do we know that a shortage exists; that is, 
how are such things measured? What are the 
yardsticks that can be applied for the purpose 
of making such a determination? The intent 
of this paper is to discuss the factors and the 


Dr. Altman is Professor of Medical Care Statistics, 
Graduate School of Public Health, University of Pittsburgh. 
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kinds of data that should be considered in 
order to obtain some valid answers. In a 
second paper, a closer look will be taken at 
some of the available data on the supply of 
physicians, with particular interest in the course 
they seem to be taking. 


Trends 


The notion that we may be suffering from 
a shortage of physicians is a relatively recent 
phenomenon—if times of war, when large 
numbers of physicians are withdrawn from the 
civilian population to serve in the armed forces, 
are not considered. From mid-nineteenth cen- 
tury to a few decades ago, the ratio of physi- 
cians to population, the measure ordinarily 
employed to indicate relative supply, was high 
by comparison with the ratio today of 132 
physicians per 100,000 population. In 1850, 
it was 176, and in 1900, 157 per 100,000 
population.° 

It is well known that licensure standards 
during the nineteenth century, where they 
existed at all, were nctoriously feeble; the 
ranks of the physicians were swelled by 
poorly trained men and by charlatans and 
humbugs.°® 

The demise of the many inferior medical 
schools and diploma mills that flourished in 
the nineteenth century, a most happy result of 
the Flexner report to the Carnegie Foundation, 
sharply cut into the production of — 
cians. Numerically at least, the effects of this 
sudden decline in the production of physicians 
are still felt in that the total number of physi- 
cians in practice today might otherwise be 
higher (in the older age groups). 

The supply of physicians per 100,000 popu- 
lation declined from 157 in 1900 and 146 in 
1910 to 137 in 1920 and an all-time low of 
125 around 1930. After this date, it increased 
gradually to a peak of about 135 during World 
War II. Much of the present concern stems 
from statistics which show that the ratio of 
physicians to population is beginning to slide 
slowly but surely downward from this figure 
of 135. The increases in medical-school enroll- 
ment that have been achieved have not kept 
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pace with the “population explosion” that a 
birthrate of about 25 per 1,000 and a death 
rate of less than 10 per 1,000 are producing. 
Perrott and Pennell have pointed out that at 
the rates of production of medical school grad- 
uates and influx of foreign physicians estimated 
by the American Medical Association the ratio 
of physicians to population in 1975 will be 
down to 127 per 100,000 population.’ 


Contributing Factors 


It is this drop in the ratio of physicians to 
population which is largely to blame for the 
growing nervousness about a shortage of physi- 
cians. Why we should be preoccupied with 
the question of a shortage should become evi- 
dent as some of the factors contributing to 
it are noted. 

The sharp increase in population, factor 
number one, has just been referred to. Accord- 
ing to the recent Census, there were about 
180,000,000 people in the United States on 
April 1, 1960. Should the present growth 
trend continue, estimates have it that by 1970 
the population will have swelled to the once 
unbelievable figure of 215,000,000; when the 
year 2000 arrives, there may be 380,000,000 
people in this country (provided no major war 
occurs).® 

Another factor contributing to apprehension 
about a shortage is the shift in the types of 
activities that engage the attention of physi- 
cians. An increasing proportion of persons 
with the M.D. degree are devoting their full 
energies to research, teaching, public health, 
and the hospital. The report, “Physicians for 
a Growing America” points out that, “In 
1930, 1 physician in 16 was serving full time 
in hospitals, now 1 in 6 (including interns and 
residents).” In 1931, the number in hospital 
service was 9,700; in 1957, it was 36,371. 
“The number of physicians engaged in full- 
time teaching, research, public health, indus- 
trial medicine, military service, and all other 
activities except private practice and hospital 
service, has almost quadrupled in the past 30 
years. In 1931, 6,400 physicians so reported 
themselves; in 1957 the number was 23,800.” 
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While it is true that this trend toward activi- 
ties other than private practice does not affect 
the total number of physicians, it seriously re- 
duces the relative numbers available to the 
public for direct personal care. 

Specialists, who constituted 11 percent of 
all physicians in 1923, made up 39 percent 
of all physicians in 1955.° If this increasing 
ratio of specialists to general practitioners 
means that the service of the specialist are a 
substitute for the services of the general prac- 
titioner, total volume of visits is unaffected, 
but if they supplement the latter, as to some 
extent they very likely do, they reflect increased 
demand and utilization (and a change in the 
ways of medical practice). 

A word of concern may not be out of order 
here about the supply of new physicians in 
terms of its quality. 

The country is seemingly faced with a steady 
decline in the ratio of applicants to freshman 
places in medical schools, as witness these 
current data: 


YEAR RATIO 
1956-57 1.99 
1957-58 1.97 
1958-59 1.81 


Some medical schools are now experiencing 
empty places in the freshman year.*° Moreover, 
“while the ratio of physicians to population 
has remained fairly stable for the past thirty 
years, it has been maintained in recent years 
only by the inclusion of growing numbers of 
foreign doctors. In 1959, a total of 8,400 
doctors from ninety-one countries served in 
846 American hospitals, compared with 458 
foreign physicians in 1950. The current total 
of foreign doctors here is more than all the 
M.D.’s graduated from the nation’s eighty-five 
medical schools last year.”*° 

Perhaps to make matters worse, the quality 
of the applicants as a group appears to be 
slipping a little. The percentage of “A” stu- 
dents admitted in recent years was as follows: 
1957-58—17.7; 1958-59—16.0; and 1959-60 
—15.1. However, the percentages were 15.8 
in 1955-56 and 16.1 in 1956-57." 
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Shortage and Demand for Services 

Concern with the question of a shortage of 
physicians then would appear to be justified. 
With respect to its effect on demand, a short- 
age poses the following problems: 

1. If it is assumed that the level of de- 
mand for services by patients will remain the 
same, or will not decrease, there will be increas- 
ingly fewer physicians to meet it. 

2. With fewer physicians (and with physi- 
cians in the main being fully busy), we may 
have to think more seriously than we have 
heretofore about newer or other ways of ren- 
dering care. Mentioned as possibilities are 
group practice, hospital-centered practice, and 
the assignment of greater responsibilities for 
care of the patient to such other personnel as 
nurses and technicians. 

3. With fewer physicians relative to popu- 
lation and a high demand for services, there 
is the strong possibility that quality of care may 
suffer. Treatment may be hurried if physicians 
find themselves pressed by crowded waiting 
rooms. 

4. A reduced supply of physicians may 
drive the cost of medical services upward. As 
a defensive measure against pressures from 
patients, physicians may resort to raising their 
fees. This would simply be an application of 
the law of supply and demand. 

Actually, it makes little sense to suppose 
that demand will lessen to any significant de- 
gree when such indicators as we have point 
rather to its increase. For one thing, avail- 
able studies show that the average number of 
visits to the physician has been rising steadily. 
Around 1928-31, the Committee on the Costs 
of Medical Care found in its survey of illness 
and receipt of medical services that the aver- 
age person was making 2.7 physician visits 
per year.*? Ciocco and Altman estimated from 
data collected on the patient-loan of physicians 
during World War II that the number of visits 
per person then was about 4.5.'*° The current 
U. S. National Health Survey found for 1958- 
59 that the population was seeing physicians 
at a rate of five visits per person per year." 
The average experience of the Health Insurance 
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Plan of New York is a utilization rate of a 
little better than five visits per eligible person 
per year—in a setting where members and 
their families can obtain all the medical care 
they consider themselves as needing, without 
concern about the payment for individual 
visits. 

Ciocco and Altman noted from a more re- 
cent study of theirs that patient load was 
increasing. In a report presenting data for 
1956, they observed that: “Comparison with 
previous surveys, particularly with the previous 
study in western Pennsylvania in 1950, indi- 
cates that the patient load of general practi- 
tioners has increased in the last several years. 
It now stands at the highest we have ever noted, 
even by comparison with data for the war years 
when serious shortages of physicians existed. 
That this trend in size of patient load reflects 
continued prosperity and the growing readi- 
ness of the population to seek medical care is 
not unlikely.”"* 

An interesting development that would ap- 
pear to reflect increased activity, as measured 
by number of patients being seen, is the chang- 
ing ratio of office to home calls. In 1928-31, 
the Committee on the Costs of Medical Care, 
in its survey of illness and the receipt of serv- 
ices, found that the ratio of office calls to 
home calls only slightly exceeded one to one.’” 
The tendency evidently was not to call a physi- 
cian unless the patient was quite sick. In the 
patient-load studies just referred to, the ratio 
in 1942 was found to be between three and 
four office calls to one home call.’* In 1950, 
a study in western Pennsylvania showed the 
ratio to be about five to one.’* Now the U. S. 
National Health Survey finds the ratio to be 
about seven to one in the country-at large." 

The public today is far from unaware of 
the remarkable advances that have been 
achieved in recent years in all fields of med- 
ical knowledge; people know that today’s prac- 
ticing physician can do considerably more to 
help his patients than could his predecessor a 
relatively short time ago. This dramatic prog- 
ress, if it is to make real sense, must lead to 
increasing claims on its benefits. However, it 
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has been argued that physicians have by the 
same token so improved their efficiency that 
they now provide a greater volume of service 
in the same span of time. Dickinson once 
estimated that physicians increased their pro- 
ductivity by a third between 1940 and 1950."* 
He attributed this greater productivity to tech- 
nological progress in medical care, fuller use 
of nurses and technicians and diagnostic facili- 
ties, speedier transportation (though a deduc- 
tion should perhaps be made for the time con- 
sumed today in finding a parking space). 

To what extent some form of organization of 
medical services other than traditional solo 
practice can meet the threat of a physician 
shortage is conjectural. Group practice may 
be conducive to a greater volume of services 
to the extent that it facilitates consultations 
between physicians. The location of physicians’ 
offices in or adjacent to the hospital should at 
least save travel time for the physician, but 
does not otherwise mean that more patients 
can be attended to, except as it too makes 
consultation easier. 

The delegation of some tasks to paramed- 
ical personnel, nurses in particular, appears to 
hold most promise. The determination of just 
which functions can be handed over and how 
effective such transfer would be and how 
acceptable to physicians and patients needs 
documentation. A recent governmental report 
of a conference on manpower contained this 
pertinent comment on the subject: 

“First of all, we need to develop more re- 
liable data on the available supply, the use, 
and the need for paramedical personnel. Need 
depends on the level of service that is desired 
(italics ours). There are no clear-cut defini- 
tions of levels of service. We speak glibly of 
‘good quality care,’ of ‘the best quality care,’ 
but these mean different things to different 
people. Nor are we clear on the duties and 
responsibilities of many of the physician’s 
teammates, even those who are physicians 
themselves. This uncertainty and confusion 
stems from the many and rapid changes in 
the medical care picture. We are no longer 
sure that certain work previously done by the 
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physician should not now be assumed by the 
nurse and exactly how far we should permit 
the practical nurse and the nurse’s aide to 
participate in the care of the patient. Should 
the laboratory technician be permitted to with- 
draw the blood he is asked to analyze? The 
available supply of nurses may go twice as far 
if we assign to others their housekeeping, cler- 
ical, messenger, and feeding duties.”’'” 


The Need for Service 


Up to this point, the discussion has been in 
terms of demand for service; we have dealt 
with the problem of shortage as though it were 
a matter of economic supply and demand. But 
in thinking about medical care, we prefer to 
look beyond demand to the need for care and 
to the requirements for meeting need. A fun- 
damental postulate we make is that adequate 
medical care of high quality should be had by 
all of the American people when they may 
require it. As Klarman has put it: 

“In the field of medical care, a shortage in 
personnel or in facilities is conceived of as the 
difference between the numbers available to 
render service and the numbers needed. The 
use of need as the standard of adequacy is 
common to all discussions of medical care, both 
technical and popular, and is adhered to with 
remarkable consistency. 

“Why is need the accepted standard in 
medical care when it is, at best, a subordinate 
concept in other areas of economic activity? 
I believe that need rather than consumer be- 
havior in the market is the prevailing standard 
in medical care because by tradition we aim 
to make medical care of good (or adequate) 
quality available to all people, regardless of 
economic status and willingness to pay for it.”?° 

Nevertheless, it would appear that demand 
is the more likely of the two—need and de- 
mand—to influence supply of physicians and 
the utilization of their services. The solution 
to this seeming paradox—that need is the de 
jure and demand the de facto criterion, as it 


were, for measuring required physician supply 
—lies in making need and demand mean one 
and the same thing, to the extent that we are 
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able to. In a paper written almost twenty years 
ago, Ciocco, Davis, and Altman postulated 
four conditions under which demand and need 
might be drawn closer together: 

“First, the patient must not only recognize 
symptoms but must be aware of the necessity 
of examinations designed to disclose asympto- 
matic disease. Second, he must believe that 
consultation with a physician will not only help 
him, but will be the best value for his money; 
he may otherwise consult a naturopath, a 
druggist, or his grandmother. Third, one or 
more physicians qualified to treat his disease 
must be geographically and otherwise avail- 
able and must be known to or found by the 
patient. Fourth, the patient must have the 
funds, from one source or another, to pay for 
the physician, for ancillary services and mate- 
rials, and for the living expenses of his family 
if incapacitation cuts off his earning power.”*' 

A side-remark is interposed here for what 
it may be worth. Some economists have raised 
a question about the public’s right to have all 
the physicians it may determine to be the 
need. Their argument is that in today’s tech- 
nical world an almost insatiable demand exists 
for physicists, chemists, mathematicians, engi- 
neers and others—to be drawn from the same 
limited supply of high-order intelligence and 
ability as physicians. The claim made by these 
economists is that this limited supply of talent 
should be distributed among the various pro- 
fessions and arts in a manner that will best 
serve all the needs of the American people. 


Measuring the Need 


A number of approaches have been em- 
ployed by various persons to estimate the 
requirement for physicians in terms of medical 
need. The aim of this section is to outline as 
objective a technique as we can devise to 
reach an estimate of the total requirement. 

The straightforward and perhaps most log- 
ical procedure would be first to determine and 
quantify the need of the population for med- 


ical services and then by some technique— 
actual trial and investigation preferably—to 
determine the manpower required to provide 
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these services at a high level of quality. 

The most penetrating and careful “attempt 
to estimate the service required to supply the 
medical needs of the people” was also one of 
the first. This was the study by Lee and Jones 
for the Committee on the Costs of Medical 
Care, made about thirty years ago.** Based 
on the opinions, and in many cases the records, 
of some 125 highly qualified physicians, the 
authors estimated the number and duration of 
visits of both general practitioners and special- 
ists for specific diseases and other conditions 
requiring the services of a physician. These 
estimates were then applied to the relative 
frequency with which these diseases occurred 
in the population. To obtain this information 
about the extent of illness, Lee and Jones ex- 
amined the findings of such sickness surveys 
as had been made up to that time. Adding 
together the physician-time required per 


100,000 population for each disease, they 
arrived at the total amount of such time a 
community of this size would need. Dividing 
this total by the average time worked by each 
physician, or rather that he should be expected 


to work seeing patients—estimated by Lee and 
Jones at 2,000 hours per year—yielded the 
number of active physicians required. An addi- 
tion was made for preventive services for the 
individual. The Lee-Jones estimated need 
turned out to be 135 physicians per 100,000 
population. 

As just indicated, the findings of Drs. Lee 
and Jones are now thirty years old; moreover, 
in these thirty years extraordinary medical 
progress has taken place. It is time, and so 
very much worthwhile, that their findings be 
brought up to date. 

The Lee-Jones approach can be expressed in 
terms of an equation: 

Total of (number of illnesses of specific 

kind X average amount of physician-time 

for each illness) = Number of physicians X 

average amount of time worked by each 

physician. 

If the two terms on the left-hand side of 
the equation and the second term on the right 
are computed or estimated, the fourth term, 
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number of physicians, is obtained directly. 
Allowances would have to be added for re- 
search, teaching, public health and prevention, 
administration, and other special needs for 
physicians. 

But the wish for a modern Lee-Jones report 
is more easily expressed than is the delineation 
of a method for bringing it about. How is the 
composition of good medical care to be deter- 
mined? The medical practitioner is now as 
never before part of a complex network of 
general practitioners and specialists, of indi- 
vidual practice, partnership, and group prac- 
tice; some 200,000 physicians constitute the 
core of more than 2,000,000 workers engaged 
in providing health services. 

What criteria are to be employed for deter- 
mining what is good care? The Lee-Jones study 
was based largely on the opinions of some 125 
physicians. The complex situation just referred 
to would indicate the need for a larger sample, 
and probably a much more varied sample in 
terms of specialties. 

In addition, if standards based on expert 
opinion can be set up as criteria, their validity 
should be tested by actual experimentation to 
make certain they reflect good medical care. 
It is not a simple matter to demonstrate that 
good care results in the increased health of 
the patients, but research into just what a good 
quality of care does for the patient can and 
shouid be undertaken. We need to know, and 
we do not know, what happens to people under 
different regimens of medical care. 

The kinds of skills—translated into kinds 
of health personnel—that are most appropriate 
for the conditions that require health person- 
nel should be examined carefully and defined. 
As a possible approach, the services required 
for each such condition might be defined and 
the type of personnel that might most efficient- 
ly perform each service determined. Numerous 
tasks now ordinarily expected of more highly 
skilled personnel can be performed by person- 
nel with less training without any lowering in 
quality of results.?* 

From determinations of the services for 
which we need the specialist, the general prac- 
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titioner, the various technicians, the graduate 
nurse, the practical nurse, etc., a structure of 
personnel need could be built. Not only would 
this kind of information permit computation 
of shortages in numerical terms, but it would 
go far in pointing out the directions in which 
solutions might be sought. 

We are today more fortunately situated than 
were Lee and Jones with respect to the infor- 
mation we possess concerning the volume of 
sickness in the population. The U. S. National 
Health Survey is currently publishing consid- 
erable amounts of data on the incidence of 
sickness generally and of a number of fairly 
specific diagnoses. While these statistics have 
the drawbacks inherent in reporting by the 
population—via samples—they reflect known 
need. (Some idea of the extent of unknown 


Few would disagree with the proposition 
that if a shortage of physicians does not now 
exist, it soon will. 

This paper has been concerned with some 
more or less general remarks about the meas- 
urement of such a shortage. A number of 
the contributing factors have been described, 
and the possible effects of a shortage on 
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ERADICATE TUBERCULOSIS 


Don’t Stop Halfway 
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1, tuberculosis is to be eradicated, 
the lion’s share of the medical work must be 
done by physicians in general practice. Thus, 
the responsibility of the members of this seg- 
ment of the medical profession is obvious. This 
was recognized by Osler who said, “A last 
word on the subject of tuberculosis to the gen- 
eral practitioner. The leadership of the battle 
against this scourge is in your hands. Much 
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has been done, much remains to do. By early 
diagnosis, and prompt, systematic treatment of 
individual cases, by striving in every possible 
way to improve the social condition of the 
poor, by joining actively in the work of the 
local and national antituberculosis societies you 
can help in the most important and the most 
hopeful campaign ever undertaken by the pro- 
fession.” Trudeau also wrote, “On the general 
practitioner and the dispensary physician rests 
the great responsibility of detecting the disease 
in its incipiency. It is to them and not the spe- 
cialist that the patient first applies.” 

Many physicians in general practice possess 
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the knowledge and the wherewithal to dis- 
charge their responsibility and all others can 
quickly qualify. Moreover, a considerable 
number of general practitioners have set the 
pace by individually and collectively demon- 
strating ideal procedures with gratifying results. 
Excellent examples are the reports of Simons 
and Hilleboe,’ Danielson? and Gray.* 


Phenomenai Accomplishments 


Much has been done to control tuberculosis 
in this country as shown by the decrease in 
mortality rates. Available records reveal that, 
in New York, Philadelphia, and Boston, in 
1812, the tuberculosis mortality rate was 450 
per 100,000 population. By 1900, the rate in 
the registration area of the United States was 
194. Thereafter, the decrease continued until 
1959, when it was 6.5 per 100,000 population. 

Figure 1 shows the rapid decrease of deaths 
from tuberculosis beginning about the middle 
of the first decade of this century. 

The factors that apparently have played 
large roles in reducing the mortality rates are: 
1. The National Tuberculosis Association, or- 
ganized in 1904 leading to more than 2500 
component municipal, country and state asso- 
ciations and societies which have continuously 
disseminated information among the people in 
every nook and cranny of the nation. This re- 
sulted in 2. Providing sanatorium beds which 
markedly reduced the populations of tubercle 
bacilli in homes and communities. The spread 
of tubercle bacilli from persons admitted to in- 
stitutions was limited to visitors and personnel. 
Now in many places even they are pro- 
tected by contagious disease technique. 3. Good 
treatment including collapse therapy which con- 
verted sputum for a tremendous number of 
tuberculous patients, and more recently, anti- 
tuberculosis drugs and resectional surgery. 
They have at least postponed deaths for many 
persons. 4. The nationwide tuberculosis eradi- 
cation program among animals, particularly 
cattle, which began in 1917, markedly reduced 
the number of infections among people from 
the bovine type of tubercle bacillus as well as 
much clinical disease and some deaths from 
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this type of organism. In 1900, tuberculosis 
was the leading cause of death in the United 
States, but was in fifteenth place in 1959; never- 
theless, it still causes more deaths than all other 
communicable diseases combined. 

In 1958, the number of new reported cases 
of active or probably active tuberculosis in the 
United States was 63,000 against 83,250 in 
1953. Mortality rates are always lower than 
morbidity rates (Figure 2) because not all per- 
sons with clinical tuberculosis die. Again, mor- 
bidity rates are lower than infection rates be- 
cause not all infected persons develop clinical 
disease. Obviously, morbidity rates are de- 
pendent upon the backlog of infected persons 
in any community since it is they from whom 
clinical disease evolves. 


Morbidity and Mortality Rates 
Dependent on Infection Rate 


There must be a decrease in the number of 
infected persons before a corresponding de- 
cline in morbidity can occur in any area or 
at any age period in life. This situation is in 
clear view in most of this and some other 
countries. Wherever the percentage of tuber- 
culin reactors among children and young adults 
has been reduced from 75 percent, or more, 
to less than 10 percent, morbidity has corre- 
spondingly declined. However, among persons 
in the upper age brackets of whom so many 
became infected in early life, and from 50 to 
75 percent still react to tuberculin, morbidity 
and mortality are correspondingly high.*: ° For 
example, in Continental United States, in 1958, 
there were 12,361 deaths from tuberculosis. 
The rate was 7.1 per 100,000. However, 
among those from 45 to 64 years old, the rate 
was 14.3 and for those over 65 years, it was 
30.6 per 100,000. In 1958, the total case rate 
was 36.4 per 100,000 population, but for 
persons between 45 and 64 it was 59.2 and for 
those of 65 years and older it was 73.3 per 
100,000. 


From the University of Minnesota College of Medical 
Sciences School of Public Health and Department of 
Medicine, Minneapolis 14, Minnesota. 
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Tuberculosis Morbidity and Mortality Rates 
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Figure 2 illustrates some important happen- 
ings in the tuberculosis eradication movement. 
In 1940, a divergence began to occur between 
the case rate and the death rate graphs. While 
the death rate continued to decrease without 
interruption, the morbidity rate increased from 
76 to 98 per 100,000 between 1940 and 1948. 
This increase in the number of reported cases 
probably was largely due to one of the most 
intensive case finding campaigns in history 
which brought to light many lesions in the pre- 
symptom stages which otherwise would not 
then have been detected. About 1948, how- 
ever, the wide gap between the death rate and 
case rate graphs started to narrow because of 
a precipitous decrease in the case rate which 
dipped from 98 per 100,000 in 1948 to 31 in 
1960. Probably two factors were largely fe- 
sponsible for the decrease; relaxation of case 
finding efforts and marked decrease in num- 
bers of infected children and young adults. 
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Thus the statement so often heard between 
1940 and 1950 that death rates were decreas- 
ing faster than case rates no longer is true. 

When one considers that only eighty years 
have passed since Koch announced the discov- 
ery of the tubercle bacillus and when one con- 
siders the armamentarium developed in the last 
two decades of the nineteenth century but was 
not put to much practical use until the twen- 
tieth century, it is almost inconceivable that 
such decisive battles could have been won 
over this organism of such antiquity in such 
a short time. 


Less Than Halfway to Eradication Goal 


Although tremendous accomplishments have 
been made, there is no place in the United 
States where one half of the work necessary 
to eradicate tubercle bacilli has been done. 
This is not an extravagant statement inasmuch 
as the work which remains is far‘more difficult 
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and time consuming than all of that previously 
done. Today, there is a much higher percent- 
age of the people of the United States harbor- 
ing tubercle bacilli® than was true of the cattle 
population in 1917, when the nationwide tuber- 
culosis eradication campaign was instituted 
among the animals. At that time, the veter- 
inarians had a test by which every animal har- 
boring tubercle bacilli could be found promptly. 
They were permitted to destroy every animal 
and its tubercle bacilli when the test indicated 
these organisms were present. To many per- 
sons, it seemed that only a few years would 
be required to eradicate tubercle bacilli from 
the cattle. However, when the first and re- 
cently appointed chief of the division of tuber- 
culosis eradication of the United States Bureau 
of Animal Industry, Dr. J. A. Kiernan, a thor- 
ough student of the tubercle bacillus and the 
disease it produces was asked this question in 
1917; his reply was, “There absolutely are 
no grounds upon which a reasonable estimate 
can be made of the number of years it will 
take to eradicate this disease. All one can do 
is to make a guess as to the time and it is my 
belief that if this nation succeeds in eradicating 
tuberculosis in fifty years, it will be one of the 
greatest heritages our successors will have 
handed down to them.” Although in the forty- 
four years that have elapsed since Dr. Kiernan 
made that statement, great strides have been 
made toward eliminating tubercle bacilli from 
cattle,” still among the 9,439,706 tested in 
1960, 0.15 percent reacted. It appears there- 
fore, that it will be more than fifty years from 
the time Dr. Kiernan spoke when the eradica- 
tion goal is attained. 

With a much larger problem by way of per- 
centage of people infected today than was true 
of cattle in 1917, with no germicidal drug, with 
a pathological characteristic rendering tubercle 
bacilli containing lesions avascular; with a 
frightening complacency of our citizenry and 
with our present method of attack, there is no 
hope that the tubercle bacillus eradication goal 
can be attained in fifty years, or even a century. 

This statement should not be discouraging 
for it refers to an organism that has been 
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wreaking havoc among the people of the world 
since the prehistoric days on the Plains of the 
Ganges. In those parts of the world where the 
great masses of the 2,700,000,000 people re- 
side, its destructiveness has been recorded for 
eight centuries and, of all diseases, tuberculosis 
remains the first cause of incapacity and death. 
The picture was a much darker one when Her- 
man Biggs, William Osler, Edward Trudeau, 
Longstreet Taylor and many other courageous 
physicians struck the first blows in this coun- 
try when the problem must have seemed almost 
insurmountable. However, they were familiar 
with the Chinese proverb to the effect that a 
walking journey of a thousand miles begins 
with the first step. Had that step not been 
taken, the mortality, morbidity and infection 
attack rates would have continued to mount 
and tuberculosis would have remained the 
number one incapacitator and killer in our 
country. 


Attack on the Tubercle Bacillus Rather 
Than Just the Damage It Has Caused 


If the tubercle bacillus is to be eradicated, 
present-day physicians must work incessantly 
to reduce the populations of this organism by 
keeping those already inhabiting bodies of our 
citizens corralled. Even by doing the best that 
is known today, there is now no physician alive 
who will be living when the eradication goal is 
attained, but many physicians now living will 
see the eradication goal much nearer than it 
is today. 

The armamentarium for this procedure has 
been available for more than a third of a cen- 
tury, during which time its use and eradication 
potentiality have been proved incontrovertibly. 
Therefore, all that remains is courage of physi- 
cians at least equal to that demonstrated by 
those at the beginning of this century, carrying 
on to the half-way mark and as far beyond as 
possible during their lifetime. The bulk of this 
work must be done by physicians in general 
practice. The problem is in their hands just 
as truly as it was in the hands of those in 
general practice to whom Osler and Trudeau 
spoke. 
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Knowledge of Pathogenesis 
Simplifies Problem 

The more important of the well established 
facts about tuberculosis must constantly be kept 
in mind. Acquaintance with the early patho- 
genesis of the disease provides the explanation 
for the procedures necessary for eradication. 
After tubercle bacilli pass a portal of entry, 
such as the digestive or the respiratory tract, the 
conjunctiva or an abrasion of the skin, many 
are immediately ingested by neutrophils, which 
then enter the lymph or blood stream and are 
deposited in various parts of the body—the 
kidneys, spleen, lungs, bones, joints, brain, etc. 
More are deposited in the lungs than in any 
other organ, but those that are lodged extra- 
thoracically may later produce bone, joint, 
renal disease, meningitis, etc., etc. 

Within an hour after the invasion, at these 
various points of focalization, lesions start to 
develop. Usually the tubercle bacilli in these 
lesions are dealt with by the defense mechan- 
ism of the body in the same manner as other 
particulate foreign materials, therefore the re- 
action is non-specific. Encasements of fibrous 
tissue develop around the bacilli, with later 
deposition of calcium and true bone in many 
cases. 

Promptly after bacilli are initially focalized, 
some are carried to the regional lymph nodes, 
where they are entrapped and encapsulated 
just as in the primary points of focalization. 
In combination, these early lesions constitute 
a primary tuberculosis complex. 

After the body has first been invaded by 
tubercle bacilli and they have been encapsu- 
lated, there may be no further evidence of the 
disease throughout the individual’s lifetime. On 
the other hand, at any time after focalization 
has occurred and the tissues have become sen- 
sitized to tuberculoprotein, one or more of the 
capsules may be resorbed and the imprisoned 
tubercle bacilli are liberated on allergic tissue. 
Such endogenous reinfections result in specific 
reactions of the tissue involved in the new in- 
vasion. Tuberculoprotein is a violent poison 
to tissues that have been sensitized to it. This 
response is in sharp contrast with the non- 
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specific reaction of tissues to tubercle bacilli 
immediately following the initial invasion. 
Thus, the lesions produced by the first infec- 
tion (primary tuberculosis complexes) are ex- 
ceedingly benign, but lesions produced in al- 
lergic tissue by endogenous reinfections are 
likely to be progressive, continuously or inter- 
mittently. In short, the human body does not 
tolerate and control lesions of the reinfection 
type as successfully as those resulting from first 
invasion. Although many lesions, even of the 
reinfection type, are brought under at least 
temporary control by the natural defense mech- 
anism, enough of them are not so well con- 
trolled and clinical disease develops. It is to 
be remembered that of all the communicable 
diseases, tuberculosis remains the Number One 
killer throughout the world! Obviously, there- 
fore, lesions resulting from initial invasions by 
tubercle bacilli are important in that they pro- 
duce tissue sensitivity and in that they provide 
bacilli, the prerequisites for all the clinical 
forms of tuberculosis. 

Lesions of primary tuberculosis complexes 
in internal organs are usually not detectable 
by conventional physical examination. More- 
over, in only approximately five percent of 
persons with recently developed primary tuber- 
culosis complexes is any abnormality revealed 
by x-ray films. After a year or more, in about 
twenty to twenty-five percent, calcific deposits 
in proper locations in the lungs, or hilum, or 
both, may attain such size as to cast visible 
shadows. In all other cases, the x-ray film fails 
completely. Thus, x-ray film inspection of the 
chest constitutes an extremely coarse screen 
which misses far more tuberculous lesions than 
it detects. Indeed, it fails to reveal most pri- 
mary lesions because they are too small to cast 
visible shadows, or if larger, may not have 
consistency to obstruct x-rays, or are located 
in the twenty-five percent of the lungs not visu- 
alized on the ordinary posteroanterior x-ray 
film. Therefore, a so-called negative x-ray film 
is never proof of the absence of tuberculosis. 

Ghon made meticulous necropsy examina- 
tions of one hundred and eighty-four children 
who had reacted to tuberculin but had no other 
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evidence of tuberculosis.* They died from other 
conditions. In one hundred and seventy-seven, 
lesions were found in lungs, or regional lymph 
nodes, or both. They were so small in some 
cases that they were not found so he returned 
and took a second look because of the previous 
tuberculin reaction. In five bodies, lesions were 
not found in the chests but were located extra- 
thoracically. In the remaining two, lesions were 
not found. In one of them, two guinea-pigs 
were injected with tissue prepared from the 
deep medial cervical and upper and lower 
tracheo-bronchial lymph nodes. The animals 
died from tuberculosis. In the remaining case, 
animals were not inoculated, and tuberculosis 
was not diagnosed. 

Lesions of primary tuberculosis complexes 
do not produce distinctive shadows, in either 
their early or their later stages, by means of 
which they might be distinguished from con- 
ditions such as histoplasmosis and coccidioido- 
mycosis. Thus, inasmuch as shadows seen on 
x-ray films are not pathognomonic, differential 
diagnosis is impossible unless, in addition to 
the shadows, one is able to obtain specific in- 
formation. 

The physician does not find tubercle bacilli 
with stethoscope and x-ray film. These instru- 
ments only reveal evidence of gross disease 
and even these findings are not pathognomonic. 
Recovery of acid-fast bacilli and proving them 
to be tubercle bacilli is specific. However, by 
the time they are first found even by the most 
refined laboratory methods, the infection 
usually has long been present and serious in- 
roads have been made in involved organs. 
Therefore, in most chronic tuberculosis, as 
well as some acute cases, recovery of tubercle 
bacilli is not an early manifestation. 


Tuberculin Test Is the Master Key 


Without actually seeing them the physician 
can determine the presence of tubercle bacilli 
in the human or animal body by the tuberculin 
test. Indeed, the lesions of primary tuberculosis 
complexes are undetectable until approximately 
three to seven weeks after the invasion by 
tubercle bacilli. At that time, the sensitivity to 
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tuberculoprotein possessed by tissues, including 
the skin, has attained such a degree that it 
can be detected by the tuberculin test. 

Following his classical pathological studies 
from 1908 to 1912, Ghon said, “From the 
point of view of a pathologist, I can therefore 
state on the basis of my own studies, which 
not only refer to all cases quoted in the mono- 
graph, that I am completely in accord with 
those who strongly believe in the specificity of 
the tuberculin reaction.”® 

Tuberculosis among cattle has been observed 
more extensively than has any other disease in 
animals. By the end of the fiscal year 1960, 
tuberculin tests totaling 414,314,153 had been 
administered to cattle in this country since 
1917, and 4,111,051 reactors had been slaugh- 
tered and examined. Search for lesions in these 
carcasses has justified such confidence that vet- 
erinarians have continued testing the cattle of 
this country periodically even though only 0.15 
percent reacted in 1960. 

Despite the fact that it has long been known 
that in some places acid-fast bacilli other than 
tubercle bacilli may result in tuberculin re- 
actions, the number of persons so infected is 
usually so small that they should not discour- 
age one from clinging to the facts established 
by Ghon, the findings of the veterinary pro- 
fession and the experience of a large number 
of physicians in human medicine. 

In addition to the tuberculin test being our 
most valuable diagnostic agent in detecting 
the presence of disease earlier than any and 
all other diagnostic procedures, it has so many 
other values that it has been designated the 
master key which unlocks all doors through 
which we must pass toward the eradication 
goal. For example, it is our best epidemiologic 
procedure. A reaction indicates that the re- 
actor has been in contact with a person who 
is eliminating tubercle bacilli. However, when 
an adult reacts to the first test administered, 
there is no way of determining when the in- 
vasion occurred, but when an infant reacts or 
an older person converts during periodic test- 
ing at sufficiently short intervals, one is on a 
warm trail of the contagious case. By examin- 
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ing the adult contacts (children rarely develop 
contagious pulmonary tuberculosis), one can 
apprehend the offender with sufficient fre- 
quency to justify searches in all such cases. 

Diehl and Boynton’ practically eliminated 
clinical tuberculosis among students in schools 
of nursing and medicine by periodically retest- 
ing all of the individuals who had been non- 
reactors on admission and seeking the sources 
of infection for those who converted while in 
school. They were thus led to sources that had 
not previously been investigated in affiliated 
hospitals, in special tuberculosis services, in 
other institutions, and in the various depart- 
ments within their own hospital schools, in- 
cluding bacteriology, pathology, medicine, sur- 
gery, etc., etc. Once these sources had been 
determined, they could be eliminated from 
teaching services or corrected, and thus subse- 
quent generations of students were protected 
against tubercle bacilli. The effectiveness of a 
contagious disease control technic in tubercu- 
losis could be determined only by periodic test- 
ing of the non-reactors after they had been ad- 
mitted to and after they had left the service. 

The only sound economy, both medically 
and financially, is practiced by working with 
persons who are harboring tubercle bacilli, and 
the only way to find all of them is by observing 
their reactions to tuberculin. The only way it 
can be known how many persons a contagious 
case of tuberculosis infects is by testing the 
contacts with tuberculin. 

The tuberculin reaction is the only accurate 
evidence obtainable by which one can deter- 
mine responsibility in cases requesting com- 
pensation for having developed clinical tuber- 
culosis. It is the place where the initial infec- 
tion occurred with tuberculin conversion that 
responsibility lies. 

It is only by the tuberculin test that one is 
able to determine the magnitude of the tuber- 
culosis problem among people of any group. 
Mortality and morbidity rates are not good cri- 
teria because not all persons who have tuber- 
culosis die from that disease, and not all per- 
sons who have clinical tuberculosis have it 
diagnosed and recorded, but all persons who 
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react to tuberculin have at least primary tuber- 
culosis — the forerunner of clinical disease. 
Therefore, the magnitude of the problem in 
any group or community is determined by those 
who react to tuberculin, for it is they and those 
whom they may infect who provide the clinical 
cases of the future. In no community, county 
or state, is the magnitude of the tuberculosis 
problem known until the entire citizenry has 
been tested with tuberculin and all persons 
harboring tubercle bacilli have been so located. 

Until the magnitude of the problem has 
been determined, it is impossible to develop 
a satisfactory eradication program. In only a 
few places have attempts been made to deter- 
mine the magnitude of the problem accurately. 
In all others, tuberculosis work has continued 
in a more or less hit-and-miss fashion. 

In a few places, after a community-wide or 
county-wide educational campaign,’® the 
tuberculin test has been offered to every citizen 
from infancy through senility. Maps have been 
made with thumb tacks indicating the location 
in the area of every person found to be harbor- 
ing tubercle bacilli by means of the tuberculin 
reaction. This technic has been exceedingly re- 
vealing to people in areas where there has been 
no recent death from tuberculosis and where 
reported new cases have been so few that tuber- 
culosis workers were considering discontinuing 
Christmas Seal sales and all other antituber- 
culosis activities. Even in so-called “low in- 
cidence” areas, as many as twenty to twenty- 
five percent of people, mostly in the older age 
brackets, have been found harboring tubercle 
bacilli, and among them a crop of contagious 
cases is to be expected. Therefore a tremen- 
dous problem exists and will continue for a 
long time before tubercle bacilli are eradicated. 

The effectiveness of a tuberculosis eradica- 
tion program can be determined accurately only 
by the tuberculin test. For example, if a com- 
munity or a county decides to launch such a 
program, it should first learn the magnitude of 
its problem by determining the locations of its 
tubercle bacilli. After the program has been 
in effect for five years, records of testing of 
the girls and boys born during that period and 
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comparing their percentage of reactions with 
those of individuals who were in the same age 
group just prior to the start of the program 
will determine more accurately than anything 
else whether the program is successful. 

In differential diagnosis the tuberculin test 
plays a superior role. Contrary to former be- 
liefs, the locations of pulmonary lesions, the 
x-ray shadows that they cast, etc. are not 
pathognomonic. Neither are symptoms or 
physical signs. An individual who has a dem- 
onstrable pulmonary lesion and does not re- 
act to tuberculin in adequate doses, with well 
known exceptions, probably does not have 
tuberculosis. Without the test, there could be 
no hope of eliminating the tubercle bacillus. 


Most Dependable Method of Detecting 
Early Clinical Tuberculosis 


Thus, the importance of the tuberculin reac- 
tion is obvious even in the person who is appar- 
ently in perfect health at the moment and in 
whom all other phases of the examination are 
unrevealing, since within the body of such an 
individual lie the potentialities for various sub- 
sequent forms of tuberculosis. Not only should 
a complete examination be given to persons 
found to react to tuberculin in any age of life, 
but periodic reexaminations should be given 
them as long as their tissues are sensitive to 
tuberculin. Only by these procedures is it pos- 
sible for the physician to be on the scene when 
he can do most to control clinical lesions if 
and when they evolve. 

The importance of this procedure was dem- 
onstrated more than thirty years ago when it 
was shown that periodic examinations of adult 
tuberculin reactors would often reveal evolving 
chronic pulmonary lesions on an average of 
more than two years before they made their 
presence known by symptoms, before they 
were contagious and when they could be treated 
Many years before antituber- 


culosis drugs and resectional surgery became 
available, periodic x-ray films of the chests of 
tuberculin reactors brought to light evolving 
clinical lesions as soon as they were large 
enough and had sufficient consistency to cast 
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visible shadows on films. Treatment at that 
time nearly always controlled the lesions ~e- 
fore they became contagious, prevented symp- 
toms from appearing and provided excellent 
results with a minimum of the individual’s time. 
This procedure based on finding persons kar- 
boring tubercl@& bacilli, watching for clinical 
lesions to evolve and treating them as soon as 
the diagnosis was established, together with 
other phases of the management of persons with 
tuberculosis, justified the statement that every- 
thing that was needed to control and ultimately 
to eradicate tuberculosis was known and was 
in use. There are literally thousands of people 
in this country whose lesions were found and 
managed in this way who thereafter began and 
continued to live normal lives. To the treat- 
ment of those days, there was later added anti- 
tuberculosis drugs capable of suppressing 
tubercle bacilli and resectional surgery as seems 
indicated for residuals, especially cavitation. 

Without the tuberculin test, this would not 
have been possible, for most persons with clini- 
cal tuberculosis would not have been examined 
until their sense of well-being was gone. By 
that time, approximately eighty-five percent 
would have had advanced contagious disease 
with doubtful to bad prognoses. 


Antituberculosis Drugs Valuable but 
Not a Panacea 


Several antituberculosis drugs have been in 
general use for a decade or more. These are 
streptomycin, paraaminosalicyclic acid and iso- 
niazid.**: Any combination of two of these 
drugs is exceedingly helpful in suppressing 
tubercle bacilli in lesions which have sufficient 
vascularity that the drugs reach the tubercle 
bacilli. This applies to most active and pro- 
gressive thoracic and extrathoracic lesions, both 
acute and chronic. By suppressing tubercle 
bacilli in such lesions, the body’s natural de- 
fense mechanism is less hampered in its heal- 
ing effort. Lesions which cannot be adequately 
controlled with the assistance of drugs, such as 
those containing pulmonary cavities, the dis- 
ease is often suppressed to such a degree that 
resectional surgery may be done with impunity; 
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therefore, these drugs have made previously 
impossible extirpation of lesions feasible. There 
are other antituberculosis drugs not as gener- 
ally accepted as the three mentioned but which 
are used under certain circumstances such as 
when the major drugs are not well tolerated 
or the bacilli become resistant to one or more 
of the major drugs. This group includes such 
drugs as cycloserine and viomycin. 

The present drugs are of great value under 
conditions mentioned above, but they by no 
means constitute a panacea in the treatment of 
tuberculosis. In the first place, no single or 
combination of drugs destroys all tubercle 
bacilla. Another serious handicap is_ that 
tubercle bacilli often become resistant to 
drugs.’* Fear is now being expressed over the 
fact that among persons found to have tuber- 
culosis, those with bacilli resistant to antituber- 
culosis drugs before having had drug treatment 
is increasing. In fact, this is now true of over 
eight percent in the United States and has been 
reported as high as nineteen percent in one 
country with an average of 6.5 percent in 
seventeen countries. It has been estimated that 
there are already seven million persons infected 
with drug resistant tubercle bacilli in the United 
States. Even now there is severe criticism of 
administering drugs to persons for whom there 
is no hope of complete control of disease in- 
cluding many elderly patients. Tremendous 
numbers of such persons have received anti- 
tuberculosis drugs. It is likely that many of 
them have later transmitted drug resistant 
tubercle bacilli. Many believe that long-time 
administration of adequate dosage of drug com- 
binations with all other indicated treatment 
may control treatable lesions so well that the 
likelihood of subsequent reactivation and con- 
tagion is greatly diminished. Longer periods 
of observation are necessary to establish 
fact. 

Considerable controversy is being waged 
over administration of antituberculosis drugs 
to children reactors to tuberculin at the age 
of three years and under, and those older chil- 
dren and adults who are known to have re- 
cently converted. This procedure is being seri- 


(VOL. 89, NO. 11) NOVEMBER 1961 


ously questioned by some students of tuber- 
culosis on the ground that present drugs are 
not dependable germicides. Although they are 
usually good suppressants, there is reason to 
believe that when drugs have been discontinued 
after long periods of administration, the sup- 
pressed tubercle bacilli are likely to revive and 
become just as dangerous to the subsequent 
health of the individual as they would have 
been if the drugs had not been administered. 
Indeed, they may become more dangerous for 
having acquired resistance so as not to respond 
to drugs if clinical lesions subsequently devel- 
oped. The proponents of drug administration 
for recent converters contend that by sup- 
pressing tubercle bacilli one lessens the likeli- 
hood of the acute forms of disease which occa- 
sionally appear soon after the tissues become 
highly sensitized — entities such as pleurisy 
with effusion, meningitis, miliary disease in- 
volvement of bronchi and enlargement of lymph 
nodes etc. resulting in atelectasis. In fact, there 
is some evidence that the presence of drugs 
in the blood stream if and when bacilli escape 
from lesions of primary complexes may pre- 
vent reinfection type of lesions from de- 
veloping. 

The opponents, on the other hand, ask why 
so many tubercle bacilli should be made drug- 
resistant, since clinical lesions occur so rarely 
among recent converters. In fact, so rarely as 
to make administration of drugs to all con- 
verters impracticable and unprofitable since 
the few clinical lesions which do evolve are 
usually satisfactorily treated with drugs. To 
administer antituberculosis drugs to tuberculin 
reactors, children under three years and to 
recent tuberculin converters among older chil- 
dren and adults, may result in later elimina- 
tion of tremendous numbers of drug resist- 
ant bacilli to invade the bodies of other 
people. 

Already there is considerable evidence that 
enthusiasm for drugs may have outrun judge- 
ment. With our present knowledge of anti- 
tuberculosis drugs, it seems that limiting them 
to persons with progressive clinical disease 
should be highly recommended. 
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Opponents of drug administration also point 
out that it is difficult to convince parents to 
administer drugs for a year to a child whose 
only evidence of tuberculosis is a tuberculin 
reaction. In fact, it is not possible to have cor- 
rect and precise information as to how regu- 
larly children and recent converters living in 
their homes take the drugs. Novak'’ has com- 
mented editorially on a study conducted by 
Lichtenstein on twelve hundred and fifty-seven 
children under four years of age. It was found 
that fifteen percent of the eligible children 
never started to take the prescribed drugs. Of 
those who started, thirty-eight percent failed to 
complete a year. Moreover, of the fifty-two 
percent supposed to finish, many of their par- 
ents admitted they did not give isoniazid 
regularly. 

There can be no doubt that the policy of 
treating recent converters will be sound when 
a dependable and safe germicidal drug becomes 
available. At the time of conversion, the lesions 
are nearly always small and vascular. There- 
fore, a germicide in the blood stream could 
be expected to reach all tubercle bacilli in the 


multiple lesions in the patient’s body and thus 
cure the disease in the strict sense of the 
word. 


After tuberculin conversion, the interval dur- 
ing which such a cure might be expected is 
not known. How soon lesions lose their blood 
supply has not been determined. In any event, 
once the blood supply is lost, tubercle bacilli 
in such avascular regions would most likely be 
safe from any drug, regardless of its germicidal 
qualities or its concentration. It must also be 
emphasized that resectional surgery is not a 
panacea. While it is of tremendous help in 
many cases, it is not possible to remove all 
tuberculous lesions. Not infrequently, the sur- 
geon palpates lesions which were not demon- 
strated on x-ray film. In the removed speci- 
men, the pathologist finds macroscopic lesions 
which the surgeon could not palpate, as well 
as numerous microscopic lesions. Such lesions 
may exist undetected in unremoved lobes of 
lungs and in other organs, each of which is 
capable of evolving to clinical proportions. 
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All Necessary Information and Armamen- 
tarium Available to Eradicate Tuberculosis 

We are fortunate that all necessary basic re- 
search has been done so the essential informa- 
tion and the armamentarium are available for 
the eradication of tuberculosis. In some other 
diseases, especially cancer, research must be 
the watchword. The causes are not known, 
and therefore workers in those diseases are in 
the position that tuberculosis workers occupied 
before 1882. But for tuberculosis, the basic 
research of Koch and others resulted in deter- 
mining the cause, specific diagnostic measures, 
good treatment and adequate preventive meas- 
ures. We are therefore in a position to confine 
ourselves to applied research—the finding of op- 
timal methods for using what has been learned 
through basic research. Even a large volume 
of applied research has already been done, and 
methods of indisputable value are already 
in use. 


Most Difficult Eradication Problems 
Lie Ahead 


Despite all that has been learned, and despite 
the fact that we have long known all that is 
necessary and have assembled the armamen- 
tarium for the eradication of the tubercle bacil- 
lus, we are now traveling the most difficult 
part of the road leading to our goal. In fact, 
we have taken such great strides that large 
numbers of people, including many professional 
workers, seem to feel that the present momen- 
tum will carry our program to complete suc- 
cess without further expenditure of effort. One 
is reminded of the late afternoon of a day early 
in World War I, when the German army 
marched to the outskirts of Paris and could 
have passed into the city almost unopposed. 
However, the officer in charge decided to wait 
until morning before marching his forces in 
triumph through the streets. But when morn- 
ing came and all was prepared for the march, 
it was impossible. The Parisian men, women 
and children had devoted the night to prepara- 
tions for preventing that triumphal entry. 

The army against the tubercle bacillus is now 
almost in the same position that the German 


MEDICAL TIMES 


j 
3 
| 
4 
4 
> 


forces occupied outside Paris. The present 
sense of false security and our egotistical atti- 
tude toward our accomplishments to date have 
so slowed our march that there is considerable 
danger that, if quick action is not taken, the 
goal may never be attained. 

It was long contended that persons whose 
tissues react to tuberculin but who are appar- 
ently in good health and who have clear chests 
on x-ray films must have been immunized 
against the clinical and destructive forms of 
the disease. Therefore, it was supposed that 
all such persons walked within a charmed circle 
of freedom from illness or death from tuber- 
culosis. By many this concept is still ten- 
aciously embraced. The erroneousness of that 
theory was not recognized until large numbers 
of persons who had reacted to tuberculin while 
being apparently well had been observed over 
relatively long periods of time. Those observa- 
tions proved incontrovertibly that clinical tuber- 
culosis evolves only in the bodies of persons 
who have previously been tuberculin reactors. 
The true dictum is that persons who react char- 
acteristically to the tuberculin test walk within 
the circle where all illnesses and deaths from 
tuberculosis occur! 


Sound Eradication Measures 
Dangerously Threatened 


Probably nothing threatens ultimate eradi- 
cation of tuberculosis as much as failure to 
comprehend the observations of Ghon and 
others, proving incontrovertibly that, with well 
known exception, a characteristic tuberculin 
reaction indicates the presence of tuberculous 
lesion and, therefore, the reactor has tuber- 
culosis. This failure precludes the diagnosis 
of tuberculosis at the most vulnerable period 
in its entire course of development. Negligence, 
or refusal to recognize these facts and act ac- 
cordingly, allows the disease to attain clinical 
stature and become contagious in many cases, 
before it is diagnosed. This is unsound prac- 
tice economically, epidemiologically, and edu- 
cationally and causes the victims unnecessary 
illness, or even life. 
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In conferences and conventions, often the 
keyword is “yield.” What does this or that 
procedure yield? In such places, invariably, 
yield means how many cases of gross clinical 
tuberculosis were discovered. Sound thor- 
oughly tested tuberculosis eradication programs 
in schools are often opposed on the ground 
that so few advanced and contagious cases are 
found among the children. Hence, it is said 
the “yield” is too small to justify the time, 
effort and expense. This concept of tuber- 
culosis ignores the individual who only reacts 
to the tuberculin test and therefore is a case 
of tuberculosis. 

Sight is lost of the fact that the gross lesions 
being sought were once microscopic and micro- 
scopic lesions now existing in examinees may 
become gross. 

Populations of the three types of tubercle 
bacilli have been markedly reduced but tre- 
mendous numbers remain which are capable 
of multiplying rapidly thus restoring and in- 
creasing their former numbers. Tuberculosis 
must be recognized as a generation disease. 
Our present favorable situation is the result 
of the work of preceding generations. The 
situation for the next generation is in our 
hands. We must gird for a long and strenuous 
combat realizing that the endeavors of several 
generations of ceaseless workers will be re- 
quired. To relax effort, hoping for someone 
to produce an immunizing agent, a germicidal 
drug, or the disease to die out spontaneously, 
is to join hands with the tubercle bacillus. Hope 
for a vaccine is forlorn, since an attack of the 
disease does not result in dependable immu- 
nity. Even if a germicidal drug became avail- 
able, it would not, or could not, be employed 
at the proper time and in sufficient numbers 
of people to bring about a quick solution of 
the problem. Witness smallpox for which there 
has been available a method of eradication for 
more than one hundred and fifty years—yet 
four hundred thousand new cases are reported 
in the world annually. For the disease to die 
out spontaneously is most unlikely—it hasn’t 
yet happened anywhere. 
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The information at hand and the procedures 
described in this paper constitute the best avail- 
able tuberculosis eradication methods. By them 
so much has been accomplished that there has 
never been a time like the present to win the 
complete victory over tubercle bacilli. Our 
knowledge of the disease and our armamen- 
tarium are adequate. In this country, there are 
over two thousand five hundred tuberculosis 
organizations which can be of immense as- 
sistance by delivering information to the mem- 
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An evaluation of 
chlordiazepoxide 
in patients in an 


industrial setting 


ee factors play an im- 
portant part in the health and efficiency of 
industrial workers. At least twenty percent of 
the industrial population, at both managerial 
and labor levels, exhibit some degree of ab- 
normal mental behavior.' Only a small num- 
ber of these individuals are frank psychotics 
who must be referred to psychiatric treatment 
before they constitute a threat to their fellow 
workers, or impair industrial efficiency. The 
rest, for the most part, manifest varying de- 
grees of emotional instability, impaired per- 
sonality, addiction, or a sense of inadequacy. 
Not all of these characteristics, of course, take 
on the aspects of a serious hazard to the op- 
eration. Some emotional sensitivity in a capa- 
ble person can increase his value as an em- 
ployee, while other individuals, particularly 
those with minor inadequacies, can become 
useful members of the work group through 
careful placement. On the other hand, there 
is a tendency to restrict the classification “un- 
satisfactory mental health” to the more overt 
trouble-makers, e.g., the chronic absentee, the 
alcoholic, the accident-prone, the constant com- 
plainer, etc. Yet it has been increasingly 
evident that a major problem in industry is 
the person who is not working at his maximum 
efficiency because of poor emotional adapta- 
tion.? This problem generally arises in persons 
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who previously have been cooperative, are able 
workers and administrators, but who have be- 
come habitually “off” as far as their work per- 
formance is concerned. In these persons, the 
manifestations of anxiety-tension are insidious 
and may take a long time to reach the full- 
blown stage. More often, the anxiety tends 
to become recurrent, though not necessarily 
chronic, increasing in intensity during time of 
stress. Despite possible aggravation by a job- 
related condition, the root of such anxiety can 
usually be traced back to the individual’s home 
situation and life pattern.’ * 

While it is not the responsibility of industry 
to provide intensive psychiatric help for its per- 
sonnei, management must appreciate the part 
that counselling and psychiatric “first-aid” can 
play in aiding the employee to make full use 
of his work potential.":*° Six years ago, a 
program of psychiatric counsel and aid was es- 
tablished on a part-time basis at the Hanes 
Hosiery Mills Company, Winston-Salem, North 
Carolina. The results of this program have 
been highly satisfactory for both labor and 
management. The quality and quantity of pro- 
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duction have increased, take-home pay has 
gone up, and there has been better mutual un- 
derstanding of the problems of employer and 
employee with a consequent improvement in 
labor-management relation. The program has 
also created the opportunity for first-hand re- 
search in industrial psychiatry, as exemplified 
by the current report which is the result, in 
part, of an investigation into the use of psy- 
chotropic drugs in an occupational setting. 

The use of psychotropic drugs as aids in the 
management of emotional problems has be- 
come an accepted practice in medicine and 
psychiatry. However, the widespread use of 
tranquilizers and habit-forming drugs has placed 
them among the agents which promote many 
problems in industry.*:* Whereas the sedative 
and ataxic effects of some drugs may not con- 
stitute a serious problem in sedentary persons, 
they can impair the performance of the in- 
dustrial worker, resulting in lower production, 
less pay if he does piecework, and danger to 
his own and the life of others if he is employed 
at moving machinery or with vehicles. In at- 
tempting to determine the most satisfactory 
psychotropic drugs for use in industrial per- 
sonnel, we initiated an investigation of tran- 
quilizers and barbiturates with particular em- 
phasis on their possible effects on the acuity, 
alertness and manual dexterity of the worker. 

Among the agents investigated was chlor- 
diazepoxide (Librium®*). A review of the 
literature indicated that Librium was a potent, 
highly effective agent for the control of a wide 
range of emotional disturbances,* ** as well as 
an excellent adjunct in conditions that are or 
may be aggravated by emotional symptoms.** *° 
Of particular interest to us was the fact that 
in the lower dosage ranges recommended for 
mild to moderate emotional conditions, reports 
of ataxia and drowsiness had been rare. 


Materials and Methods 


The subjects of this study were women em- 
ployed as loopers at the hosiery mill. A brief 


*Trademark for chlordiazepoxide, Hoffmann-LaRoche 
Inc., Nutley, New Jersey. 
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description of the looping process will serve 
to indicate the manual dexterity, visual acuity, 
and alertness necessary for this work, and the 
importance to the workers’ production and pay 
of over-sedation and muscular incoordination. 

The looping process closes the heel and toe 
on a seamless ladies’ stocking. The stocking 
is knit in a tubular fashion entirely by machine, 
but the heel and toe are finished by hand on 
a machine called the steady dial looper. This 
machine has a diameter of about thirty inches 
with steel points, about forty-eight to the inch, 
jutting out from the edge. The operator sits in 
front of the machinc under a fluorescent light 
and, by hand, loops each tiny nylon thread 
over a point as the dial rotates at a steady 
pace. The operator is paid on a piecework 
basis; i.e., the more she produces, the more 
she is paid. Therefore, if she develops any 
anxiety, tension, or tremulousness, her pro- 
duction falls off along with her pay check. If 
she is given a drug which helps her anxiety 
but produces sedation, or interferes with her 
manual dexterity, she may feel better sympto- 
matically but her production and salary will 
remain low. 

Chlordiazepoxide was administered to fifty 
women seen at the psychiatric clinic of the 
mill. They ranged in age from nineteen to 
forty-one years, the average being 29.5 years. 
All complained of mild to moderate anxiety 
with the usual symptoms of nervousness, tre- 
mulousness, irritability, mild insomnia and 
anorexia; also work productivity was decreased. 
They were referred to us by their foreman, the 
plant medical director, and occasionally by the 
personnel department; a few were self-referred. 
Most of the women were married, had family 
responsibilities in addition to their work duties, 
and were suffering mainly from anxiety reac- 
tions to environmental, or family, stress. None 
of them exhibited basic psychopathology. 

The prescribed dose of chlordiazepoxide 
was 5 mgms., t.i.d. Twenty-five of the women 
had previously received chlordiazepoxide in 
doses of 10 mgms., t.i.d. but when the study 
was formally initiated the dosage was reduced 
to 5 mgms., t.id. They received no adjunctive 
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TABLE 1 RESULTS OF LIBRIUM THERAPY — 


As reflected in the payroll schedules of 50 


women treated for anxiety-tension reactions 


PAY SCHEDULE RESULTS 


PATIENT + 6 MONTHS PRIOR TO AT START AFTER THERAPY EXCELLENT GOOD FAIR POOR 
THERAPY (CONTROL) OF THERAPY 
$86.50 $82.98 $87.94 x 
78.28 76.32 73.48 
57.95 49.20 57.94 
66.09 58.76 65.85 
68.95 63.45 72.68 
110.72 92.20 107.39 
86.38 80.64 80.49 
87.65 79.02 90.52 
75.21 61.67 74.38 
94.50 87.60 97.37 
72.21 69.34 71.46 
94.37 82.69 95.28 
96.12 88.08 95.56 
52.45 49.16 54.37 
85.16 86.30 82.87 
72.28 71.16 73.38 
73.97 62.86 74.36 
81.74 68.68 82.31 
71.39 48.29 70.28 
62.95 54.97 66.21 
79.38 78.08 79.15 
60.96 58.34 61.57 
59.70 56.37 58.80 
49.10 47.60 48.80 
71.10 67.40 71.02 
80.94 70.42 81.85 
59.16 48.68 59.78 
65.83 69.70 60.65 
72.68 70.62 73.69 
90.10 85.25 89.73 
58.92 48.80 59.70 
65.98 49.05 66.24 
106.14 96.40 108.25 
73.04 56.12 72.58 
58.12 57.12 58.16 
59.97 58.60 60.12 
59.16 51.62 60.24 
64.75 60.24 59.17 
84.90 84.16 85.29 
75.12 77.18 74.19 
65.18 68.12 66.14 
65.90 64.37 65.39 
82.16 67.67 81.34 
52.47 48.16 52.38 
64.12 70.16 66.17 
53.18 54.12 52.38 
57.80 59.71 58.52 
86.40 87.82 86.12 
77.10 72.74 76.24 x 
69.39 67.44 69.38 x 
TOTALS 32 9 1 8 
(64%) (18%) (2%) (16%) 
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medication or special consideration and worked 
their full eight-hour shift daily. All of the 
women were kept on medication for a mini- 
mum of four weeks and most of them for six 
to eight weeks. 

The results were evaluated on the basis of 
symptomatic improvement and increased pro- 
duction levels as reflected in the woman’s pay 
after two weeks and after six to eight weeks 
of therapy. As a control we used the average 
pay of these same women during six months 
prior to the development of anxiety symptoms. 
The responses were considered excellent, if 
symptomatic relief occurred with concomitant 
increase in production equal to, or approximat- 
ing, the six-month pre-therapy level; good, if 
there was symptomatic relief but no appreci- 
able change in production before, during, or 
after, development of the anxiety symptoms; 
fair, if there was symptomatic relief but no 
change in production level during therapy; 
poor, if there was no symptomatic improve- 
ment regardless of the production level. 


Results 


A comparison of the payroll schedules 
(Table I, Figure 1) shows that excellent re- 
sults were obtained in thirty-two women (sixty- 
four percent), good in nine (eighteen percent), 
fair in one (two percent), and poor in eight 
(sixteen percent). While almost all the women 
who obtained symptomatic improvement 
showed some increase in production, those who 
failed to respond symptomatically also failed 
to increase their production levels and salaries. 
It should be noted that with the criteria adopted 
for evaluating the results a patient with only a 
good or fair result in production may have had 
an excellent symptomatic response. A failure 
to improve the work level may have indicated 
only that the anxiety had not significantly im- 
paired the working capacity of the individual. 

A statistical analysis of the results reveaied 
the following: 

1) the probability that the differences be- 
tween the pay at the start of therapy and at 
the end of therapy is less than 0.01; such a 
difference may be regarded as a highly sig- 
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nificant increase in salary after therapy. Fur- 
ther, there was ho significant difference (P > 
0.05) between the average pay schedule dur- 
ing the six-month control period and that after 
therapy (Wilcoxson matched pairs signed- 
ranks test was used).7 

In other words, the patient’s productivity was 
restored fully to the pre-anxiety level. 

2) A chi-square test of independence per- 
formed to determine the relation between clin- 
ical response and salary showed that a direct 
relationship between reaction to treatment and 
salary obviously exists (P < 0.001). 

No side effects or untoward reactions were 
noted. There were no subjective complaints of 
ataxia or drowsiness, nor was there any ob- 
jective indication of loss of dexterity or co- 
ordination. We had previously observed that 
the women maintained on 10 mgms., t.i.d. had 
shown, at that time, some slight over-sedation, 
but this disappeared completely when the 
dosage was reduced. 

Discussion 

In our previous experience with meproba- 
mate and the barbiturates, particularly Bu- 
tisol® Sodium, some symptomatic relief was 
achieved by the women doing this particular 
work, but the sedative side effect impaired their 
dexterity and prevented any increase in pro- 
duction. With Librium, however, the results 
were highly satisfactory in both respects. The 
anxiety symptoms were relieved in most of the 
women, and there was no interference with 
work production or coordination. This absence 
of sedative and ataxic side effects gives it an 
advantage over other psychotropic drugs par- 
ticularly when used in industrial personnel for 
whom interference with work capacity is un- 
desirable. 

These data are at variance with the observa- 
tions of Murray,’® who reported incapacitating 
ataxia and a sense of irresponsibility in patients 
being maintained on doses of up to 100 mgms. 
per day, which is considerably higher than the 
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recommended daily dosage. On the contrary, 
it would appear from our study that chloro- 
diazepoxide administered in low doses in no 
way impaired work efficiency, nor released ag- 
gressive, euphoric, or irresponsible tendencies 
in transiently disturbed individuals. The 
marked psychologic improvement and the com- 
plete absence of ataxia was evident from the 
higher levels of production and increased 
wages achieved by our subjects. Such results 
could not have been obtained had there been 
any impairment of judgement, or loss of man- 
ual dexterity. 


A strong factor ia determining the outcome 


Librium® was administered to fifty women 
employed as loopers at the Hanes Hosiery 
Mills Company. They were maintained on 
doses of five mgms., t.i.d. for from four weeks 
to eight weeks, during which time they did not 
receive any adjunctive medication. 

The results were evaluated on the basis of 
both symptomatic improvement and increased 
production. Excellent results were obtained in 
sixty-four percent of the women, good in 
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Summary 
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of this study was the nature of the anxiety 
states in these women. They were not long- 
term chronic anxiety reactions involving per- 
sonality changes and behavior disorders. In all 
of the women, the acute anxiety had developed 
in response to some environmental stress, and 
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tions of chlordiazepoxide to psychotherapy is 
the quick response that it elicits from the mildly 
or moderately disturbed patient. 
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Urgent Tasks 


Confronting Medicine 


JAMES H. MEANS, M.D., Boston, Massachusetts 


Yale Medical Democrats and other friends— 

To give your first Sigerist Lecture is a distinguished honor. Be- 
cause you have chosen that great medical historian as your patron 
saint, certain obligations devolve upon your lecturers. The use 
of his name reminds us that to look into the future with wisdom, 
we must develop some insight into the past. We cannot intelli- 
gently, or safely, speculate about what lies ahead, unless we have 
some feeling for what has gone before, but nonetheless, God for- 
bid that we should, in any way, be bound by the past. 

Henry Sigerist, who incidentally made an important speech here 
at Yale! just 25 years ago this month, has traced for us in his many 
writings, man’s painful efforts to save his own life and preserve 
his health, from earliest times, by measures which for convenience 
we may call medical. Always he studied the history of medicine 
in its proper relation to that of the culture in its broad outlines. 
He looked into the future of medicine constructively, seeking ways 
in which it might better serve mankind in a world in process of 
cataclysmic change. To yearn for the good old days, said he, is 
pure romanticism. Physicians must be akin to the social problems 
of their time and seek ever to understand them. Ideals rather 
than ethics per se are the important consideration. 


oe overwhelming fact in our tions with foresight and resolution, or shall 
day is the crescendo rise in population. From we stumble along with attention only for im- 
it stems, directly or indirectly, most of our vital mediate problems? 
problems. This growth in population, strangely A couple of months ago, I attended a panel 
enough, is occurring in famine areas no less discussion on “Medicine of the Future” in 
than in affluent America. Have we the wisdom which five distinguished men participated. To 
and strength to meet these threatening condi- my amazement, these panelists said nothing 
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about problems of population, until forced to 
do so by questions from the floor. I am sure 
that reluctance to face such questions is not 
due to escapism but rather to genuine bewilder- 
ment as to what can be done about them. In 
any comprehensive consideration of the “Medi- 
cine of the Future,” however, the population 
explosion has got to be accepted as an in- 
escapable part of the overall problem. The 
magnitude of what man is up against is most 
easily grasped by a glance at the curve of his 
increase (Figure 1). 

It is evident that we are entering a very criti- 
cal stage. Our increase is changing from a slow 
gentle rise to a skyrocketing type of course. 
We are changing direction through an arc of 
nearly 90.° On a planet of fixed size, it is ob- 
vious such a course cannot be followed in- 
definitely. For survival of the human race, the 
direction of the population curve will have to 
be radically altered, and the sooner this is 
done, the better man’s prospects on earth. 
Man could conceivably do this for himself, but 
if he doesn’t, nature will do it for him, in some 
fashion frightful to contemplate. 

The only ways in which population growth 
can be checked, or halted, either by man, or 
by nature, are by slowing birth rate or acceler- 
ating death rate. Man is in possession of meth- 
ods by which he can control his birth rate, but 
has he the will and skill to use them effec- 
tively? His death rate he can only increase 
by methods, which to civilized man, at least, 
are unacceptable, or at best, repugnant. These 
include suicide, homocide, genocide, and war 
which now can be nuclear. There are also 
negative possibilities, such as withholding food 
from famine areas, or abolishing all kinds of 
medical services. These too are unacceptable. 
Therefore, if man wants to reduce his increase 
in numbers, his only recourse is to birth control. 

If he fails to make sufficient use of this, 
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Nature will take over, and ultimately homo 
sapiens will go, as have thousands of other 
species before him, into extinction. There are 
several ways in which this might happen. Out- 
running the food supply and starving is the 
most obvious. This is what Malthus? predicted 
a century and a half ago. The first world-wide 
famine might not prove fatal. After a billion 
or so people had starved to death, the food 
supply might again come into balance with the 
population, and a respite, for a time, might be 
had. But unless the birth rate were, thereupon, 
held in check, the cycle would in time be re- 
peated, perhaps, over and over again until the 
species finally died. The process could be ac- 
celerated by widespread and uncontrolled dis- 
ease. On the other hand, it might be delayed 
repeatedly by the achievements of science in 
increasing food supply, very likely by synthetic 
processes of one sort or another, which utilized 
either nuclear or extra-terrestrial sources of 
energy. 

A less well known threat to man’s survival, 
receiving attention from ecologists, but not 
much from anyone else, is, instead of lack of 
food, lack of space. Lebensraum, the Germans 
call it. 

There isn’t much precise information about 
this in human beings, but there is some re- 
markable evidence in other species. It has 
been found, for example, in a considerable 
number of mammals, that populations undergo 
rather regular cyclic fluctuations. The popula- 
tion rises until a peak is reached at which time 
a lot of individuals die rather suddenly, and 
for no very obvious reasons. The ecologists 
call this phenomenon the “‘die-off.” Of it, J. J. 
Christian® says—‘The cycle length will be re- 
lated directly to the time it takes the popula- 
tion excess over death rate to peak to a point 
beyond the carrying capacity of the environ- 
ment, hence highly stressed conditions. 

One thinks, in this connection, of the famous 
lemmings, and the snowshoe hares, of which 
your Professor of Biology, E. S. Deevey* has 
written with such wit and discernment. Then 
there is a very specific observation on a die- 
off episode in a herd of Sika deer, reported 
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FIGURE 1 Curve of World Population 
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by Christian, Flyger, and Davis.° An island 
in Chesapeake Bay of 280 acres was inocu- 
lated, in 1916, with “four or five” members 
of an alien species of deer. In this salubrious 
spot, they were fruitful and multiplied reach- 
ing, by 1955, a population of 280-300, or a 
density of one deer per acre. Then in the win- 
ter of 1958, in two months’ time, sixty percent 
of the herd died. Studies of the dead deer 
showed no evidence of malnutrition, nor con- 
vincing evidence that infection played a role 
in the die-off. Two years later, the remnant 
of the herd made an apparent recovery, and 
growth of population was resumed, as before. 
What was regarded as the most significant an- 
atomical finding was a gain in weight of the 
adrenal cortex between 1955 and 1958, and 
a return to usual weight in 1960, when the re- 
covery period had set in. 

Christian, in casting about for an explana- 
tion of the die-off, seized upon the so-called 
alarm reaction of Selye® and hypothesized that 
the deer might have died of exhaustion of the 
“adreno - pituitary system,” caused by stress 
which in turn resulted from exceeding the 
“carrying capacity of the environment.” That 
is to say, death from stress due to over- 
crowding. 

Whether anything of this sort has ever hap- 
pened to human communities, I am sure I do 
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not know. The appearance of the world popu- 
lation curve, however, suggests that if it never 
has happened, it could do so in the not too dis- 
tant future. That man himself could have a 
die-off from stress, even with no significant 
food shortage, when his numbers exceed, space- 
wise, the carrying capacity of his environment, 
is, at least, a possibility worth considering. 

Learn from the life of a lemming, 

Be warned by the fate of a deer! 

The reason for touching on these matters, 
ever so lightly, is because they will, inevitably, 
color your thinking and affect your activities, 
not only as men and women of medicine, but 
as members of the human race, in the kind of 
world that lies ahead. They need mention also 
to point up the frightening apathy that most 
people have concerning population problems 
at the present time. 

I am convinced that wherever you go, or 
are going, in medicine, the pressure of the 
growing population, constantly will bear down 
on you. It will modify your goals and your 
opportunities, as well as your modus operandi. 
It will progressively interfere with your free- 
dom. It is one of the doctor’s duties to under- 
stand the behavior of people. He must know 
that as their number increases and their living 
space decreases, and as they despoil the planet 
of its natural resources, their capacity to re- 
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main civilized may be expected to diminish. 

But let not all these considerations depress 
you, rather let them challenge you to over- 
come new obstacles and find satisfaction in such 
accomplishment. Whether you serve your 
medical calling by bringing medical care to in- 
dividuals, to communities, or in some com- 
ponent of what we may call global medicine, 
you will always be confronted with the pro- 
liferation of human beings and with all that 
follows in its wake. The practitioner of medi- 
cine must develop some understanding of what 
ever more crowding does to people in general 
and especially to his patients. The public health 
people must know that the elimination of one 
disease may create several new ones. There 
is no more sardonic fact than that by saving 
lives we may lose them. Improved sanitation 
without corresponding increase in food supply 
may do no more than to exchange disease for 
famine. He who meddles with an ecosystem 
(a balance of nature or culture) without ap- 
preciating the possible consequences, does so 
at the peril of many people. 

There can be no doubt that crowding has 
a variety of ill effects on human beings, as well 
as on other species. It shortens their tempers, 
and heightens the stress under which they 
labor. Tension and hurry erode the leisure 
necessary to civilized living. This is particu- 
larly true of doctors! Standards of family liv- 
ing decline, largely because of lack of space. 


1162 


Anxieties build up over how financial, educa- 
tional, social, and medical necessities are to 
be procured. More and more resort is made to 
tranquilizing drugs and the like. The struggle 
for existence is intensified. The precept, “love 
thy neighbor,” is overshadowed by “survival 
of the fittest.” But a conflict between God and 
Nature raises theological questions too awe- 
some for the likes of us even to contem- 
plate. 

Prodromal symptoms of the decay of our 
culture are already apparent. Think what the 
modern motorcar is doing to our behavior. 
Behind a wheel an otherwise gentle person 
can become a public menace. Think of the 
depredations of Madison Avenue, of the wide- 
spread unwillingness to accept responsibility, 
of the prevalence of the passing of bucks, of 
the decline in civic pride in our congested cities, 
of increasing juvenile delinquency, of the 
dreadful state of transportation, of the deterio- 
ration of our manners and courtesies, etc., etc. 
All these may be attributed, primarily, to too 
many people. 

I recall a conversation pertinent to all this 
held back in the interbellum era, with the dis- 
tinguished discoverer of Vitamin C, Szent- 
Gyorgi. Several of us were asking him about 
the state of science in the Europe of that time. 
“The trouble,” he said, (I am quoting him 
from memory) “is that in Europe we live too 
close together, and we do not know how to 
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live close together. We need civilizing in- 
fluences.” 

In the midst of such things, how is the physi- 
cian to comport himself? First, he must ever- 
lastingly remember that medicine is for people, 
not for doctors. It is a professional calling not 
a business. It has high ethical and moral stand- 
ards which it is your duty always to maintain 
in the full spirit thereof, and not merely in 
the letter. In these days of decreasing morality 
in business and politics, you can have the sat- 
isfaction of holding the line for decency in 
medicine. That is one of your urgent prob- 
lems. Medicine, like matrimony, is not to be 
entered into unadvisedly or lightly; but dis- 
creetly, advisedly, and soberly and, under no 
circumstances, for the sole sake of financial 
-reward. If you want to get an inkling of how 
medicine can be enjoyed to the utmost, read 
Wilder Penfield’s recent novel about Hip- 
pocrates, “The Torch.”’ You will find it a 
civilizing influence. 

But we must focus also on immediate tasks. 
The most critical problem facing the medical 
profession today, and the public, lies in the 
field of medical education. How are we going 
to produce enough doctors to meet the needs 
of our rising population? At present, the popu- 
lation is running away from its supply of doc- 
tors. At the same time, medicine seems to be 
diminishing in popularity as a calling. We have 
been slow in recognizing these facts, but in 
September 1959, a very important government 
document, the so-called Bane Report,* was 
published, cram full of information on these 
matters. The Bane Report is actually entitled, 
“Physicians for a Growing America,” and it 
was prepared by a “Consultant Group on Medi- 
cal Education” at the request of the Surgeon 
General of the U. S. Public Health Service, Dr. 
Leroy E. Burney. Your own Dean Lippard 
was a member of it. The Group addressed 
itself to the question “How shall the Nation 
be supplied with adequate numbers of well- 
qualified physicians?” 

From this Report we learn, among other 
things, that the growing need for physicians 
stems not only from the rapid growth of popu- 
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lation, but also from an increased demand for 
personal medical services, and for specialized 
and non-clinical services. “For the layman,” 
says the Report, “the problem is evident. What 
do the people, the consumers of medicine, want 
now? They want more of the doctor’s 
time! It is their one important complaint: 
Doctors are too busy . . . we'd like to talk 
more, to tell more; we'd like them to explain 
more; to listen more.” Surely this is an im- 
pressive arraignment. It also puts us in a ter- 
rific quandary. With a supply of doctors which, 
relative to population, is diminishing, how can 
we arrange to have each one spend more time 
with patients? There would seem to be only 
two ways to do this, both of which will have 
to be used. First, to produce doctors at a fas- 
ter rate, and then to allocate their work so 
that there is a minimal waste of their time. 
Time spent with patients, so long as informa- 
tion is being exchanged, is not to be put in 
the waste category. 

The Bane Report shows further that, in 
1930, we were graduating about 5,000 MDs 
per annum. This gave us about 125 per 100,- 
000 people. In 1959, graduations had got up 
to about 7,000 per annum, which yielded ap- 
proximately 132 MDs per 100,000 people. 
Merely to maintain the 1959 ratio, it is esti- 
mated, will require that we graduate 11,000 
MDs in 1975. But actually, it is pointed out 
we shall, because of the increased demand for 
medical services, need considerably more than 
that. To achieve such a goal will necessitate 
the establishment of an impressive number of 
new medical schools, and the recruitment of 
a host of new medical and premedical teach- 
ers. Teachers are vitally important in medi- 
cine, just as they are in all categories of edu- 
cation. In fact, without teachers there will be 
no education except self education. Noble as 
this last may be, it cannot alone serve all the 
purposes of medical education. 

As though all this was not enough, we have, 
coincidentally, increasing difficulties in the re- 
cruitment of medical students, both in num- 
bers and quality. From another source’ I’ve 
culled this—‘A decade ago 40 percent of ap- 
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plicants for medical schools were .straight-A 
students (in college); this figure has now 
dropped to 16 percent. A decade ago 3.5 
students applied for each student accepted by 
a medical school; this ratio has now been cut 
in half.” I can remember hearing President 
Conant of Harvard say, in the late thirties, 
I believe, to the Faculty of Medicine, that the 
best brains were no longer going into medicine. 
Some do even now, of course, but not in so 
high a concentration. Mr. Conant’s remarks 
incensed the Faculty somewhat, but subsequent 
events proved him right. 

There has been a good bit of searching for 
the causes of the diminishing popularity of 
medicine as a calling. The Bane Report states 
the belief that medicine still “has enormous 
prestige and drawing power” and that deter- 
rents to medical education are chiefly the ex- 
cessive time required to complete it, and its 
high cost to the student. Both of these con- 
siderations put medicine into a poor competi- 
tive position with other types of professional 
education. The great array of opportunities in 
the Ph.D. categories is particularly undermin- 
ing to medicine. Personally, I believe that 
medicine perhaps has not now got quite the 
prestige and drawing power that it used to 
have. As to “prestige,” the political skul- 
duggery of organized medicine has disgusted 
many people. And with regard to “drawing 
power,” the opportunities in biology, biochem- 
istry, and physics may draw, more strongly 
than medicine, those young people with a deep- 
interest in science. 

A yet more recent report is the so-called 
“White Paper of the Association of American 
Medical Colleges,’® put forth only last Janu- 
ary. The preamble of this report begins with 
the statement that “the American people are 
deeply concerned about health,” that is to say 
about obtaining health services and medical 
services, adequate to their needs. The growing 
shortage in all medical personnel is an obstacle 
to their obtaining them, 

Both the Bane Report and the White Paper 
recognize that greatly increased support for 
medical education, including financial support 
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directly to students, is imperative, and that it 
must come from a variety of sources, voluntary 
and tax supported, including massive support 
from the Federal Government. 

Some attention, but by no means enough, 
has been given to shortening the overall course 
of the education of the physician. I have been 
convinced for years that this could be done 
without lowering standards, and have agitated 
for it from time to time, but with no noteworthy 
success. 

I believe, however, that, if candidates for 
medicine could be committed to the career 
earlier, in some cases, in high school, certainly 
by freshman year in college, and, if faculties 
of arts and sciences and of medicine could get 
together effectively, a blended course of gen- 
eral and professional education could be of- 
fered which would permit graduation in medi- 
cine in six, or seven, years after matriculation 
at the freshman level. Such shortening could 
be accomplished by pruning the medical cur- 
riculum of non-essentials, eliminating duplica- 
tion between the arts and sciences program 
and the medical program, and by better in- 
tegration and correlation throughout; integra- 
tion vertically, as well as horizontally. I be- 
lieve that such a combined program would at- 
tract more students not alone by saving them 
both time and money, but, hopefully, by mak- 
ing more sense than the present fragmented 
affair, and by providing more meaningful goals 
and more powerful stimuli. 

Another suggestion for increasing recruit- 
ment of medical students is to entice more 
women into medicine. Some countries, notably 
Russia, have a very much higher percentage 
of women in medicine than do we. From my 
own experience in this matter, which goes back 
at least to the middle twenties when we began 
taking women interns on the Medical Services 
of the Massachusetts General Hospital, I have 
formed the opinion that women are as capable 
of becoming fine physicians as are men, and 
that we should welcome as many well qualified 
ones as we can get. It should be pointed out, 
however, that women who raise families may 
not be able to give enough time to medicine 
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to justify the costly education which they have 
received. This presents a dilemma, which I 
will not attempt to resolve. The fact that Presi- 
dent Kennedy has chosen a woman to be his 
personal physician should be a strong fillip to 
the recruitment of women for medicine. 
Also bearing on the problem of making 
medical education more appealing, and at the 
same time, more efficient, is a proposal by 
David D. Rutstein,"' Professor of Preventive 
Medicine at Harvard, which has become in- 
terestingly controversial. “The medical 
schools,” says Rutstein, “since the Flexner Re- 
port (1910) have pursued a policy which fa- 
vors the education of experts, i.c., scientists 
and specialists, rather than general physicians.” 
This is all right, we need such people, the very 
best obtainable, but we also need well trained 
general physicians in far greater numbers, and 
our medical schools are falling behind in pro- 
ducing them. “A possible way out of this im- 
passe,” Rutstein believes, “is to follow the lead 
of schools of technology, such as M.I.T. They 
have recognized that the educational needs of 
the physicist and the engineer are different. 
Although students entering these fields may 
start off together, their curricula diverge.” This 
is not to say that one is inferior to the other. 
“In medicine,” Rutstein continues, “a similar 
program is possible. Two curricula can be de- 
signed—one for research workers, specialists, 
and the other for general physicians.” I must 
confess to seeing considerable virtue in Rut- 
stein’s proposal, but Dana W. Atchley,’’ of 
Columbia, fears that it would lead to a segre- 
gation of sheep from goats, so to speak, and 
that Gresham’s Law would soon apply. He 
prefers that we only aim at producing sheep, 
and would sooner see part of the community 
get on without medical services than be cared 
for by the goat-type of doctor. If his premise 
is correct, I would have no disagreement with 
him, but I do not believe that it follows that 
Rutstein’s two-curricula proposal would in- 
evitably lead to a sheep and goat product. I 
think the product could all be of sheep, but 
of two different kinds of sheep. All students 
could be given the best possible education for 
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what they are going to do, but what they are 
going to do will fall into categories with differ- 
ent educational requirements. 

This much will have to do on the problem 
of increasing the supply of doctors. Let us 
now approach the problem of how can their 
services be used most efficiently, economically, 
and expediently. What is the best way to bring 
first rate and up-to-date medical care to all of 
our people—best that is to say for the people? 
To any detached viewer it will be at once ob- 
vious that solo practice, fee-for-service, free 
choice of physician, is not the answer in our 
present culture. Under such a system, and with 
doctors getting in even shorter supply and 
therefore enjoying a sellers’ market, fees may 
be expected to rise in accordance with the eco- 
nomic law of supply and demand. If medical 
care were a commodity, which, if forced to do 
so, we could safely go without, then the mar- 
ket mechanism would be a satisfactory method 
of distributing it. But medical care is not a 
commodity; it is, as stated before, a profes- 
sional service, the benefits of which are needed 
by all, and to which, according to our prevail- 
ing social and ethical philosophy, all people 
are entitled, whether they can pay its costs or 
not. The situation is comparable to that of 
public school education. 

Medical care, of course, includes many more 
services than those of physicians and surgeons; 
the costs of hospitalization, for instance, nurs- 
ing, social service, and other paramedical serv- 
ices, the cost of drugs, many of them prob- 
ably unnecessary, and a variety of appliances. 
All of these costs are skyrocketing in an alarm- 
ing way. What portion cannot be paid for by 
the patient has to be paid by government sup- 
ported, or voluntary agencies, of one sort or 
another. 

Not only does the increasing relative scarcity 
of doctors make professional services more ex- 
pensive, but it makes it progressively harder 
for patients to obtain them. It is just harder 
than it used to be to see a doctor, or to get 
him to see you. This does not necessarily sig- 
nify any flaw in his professional conscience; 
it may be merely an indication that he is over- 
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worked. There can be no doubt that many 
practicing doctors, because of their inadequate 
numbers and their antiquated methods of prac- 
tice are overworked. And if overworked, they 
become fatigued, like anybody else, and if 
fatigued, the quality of their work can decline. 

Poor geographic distribution of doctors pre- 
sents another problem—there are probably not 
too many anywhere, but the scarcity is greater 
in some areas than in others. Planning to pro- 
vide better distribution, both of total number 
of doctors in any locality, and also of the ratio 
of generalists to specialists, is on the whole, 
but in its infancy. 

Planning for the location of hospitals so that 
in any wide area their facilities may be avail- 
able to both patients and doctors alike, in re- 
lation to actual need, is also very important. 

Organization for medical care, therefore, 
would seem to be in order. In a national health 
service like Britain’s, organization for medical 
care is of the essence. Far too much so, doubt- 
less would be the comment of many American 
doctors. But we may ask, can we do some- 
thing of the sort by voluntary effort? At least 
we can try. 

To date it would seem that the most prom- 
ising approach in the United States is through 
some form of voluntary group practice. Some 
progress has been made in this direction al- 
ready. At the meeting of the APhA at San 
Francisco last November, the results of a 
nationwide survey of group practice in the 
United States by the NIH was presented by 
Dr. S. D. Pomrince, Director of the Survey.’* 
Some significant points emerged. For example, 
between 1946 and 1959, there had been a 
threefold increase in the number of practice 
groups during this period. At the present time 
there are about 200,000 MDs in the United 
States and over 10,000, or five percent of the 
whole, are practicing in groups. It is a grow- 
ing movement. The growth is faster in some 
parts of the country than in others. When the 
number of doctors in full-time group practice 
is related to that of solo practicing physicians, 
the highest concentration of group physicians, 
18 percent of the total, is found in the block 
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of seven North Central states, and the lowest 
in the states along the Eastern seaboard from 
Maine to Florida—the conservative East! 

To quote the Pomrince Report, “The pre- 
dominant activity of medical groups is the pro- 
vision of general medical care (as distinguished 
from referral work or diagnostic only.)” The 
groups have both generalists and specialists 
among their number. Patients have one of the 
generalists as their personal physician, and the 
specialists in the group are chosen to repre- 
sent those specialties most commonly needed. 
Such groups have their own clinic or office 
facilities, and they must have access to proper 
hospitals where they can continue in charge 
of hospitalized patients. 

Perhaps the most distinguished adventure in 
group practice is the Health Insurance Plan 
of Greater New York, which is a chain of 
practice groups scattered throughout all its bor- 
oughs. It has over half a million subscribers 
and is steadily growing. There can be no ques- 
tion that it gives high grade medical care and 
that there is general satisfaction among both 
its patients and doctors. Several medical so- 
cieties have tried to scuttle it, but thus far 
have been unsuccessful. 

Much criticism has been directed at medical 
practice groups, chiefly by conservative doc- 
tors, to the effect that the personal relation of 
doctor and patient is lost. It can easily be 
shown that this is not so, and it can be pointed 
out in favor of groups that in present day so- 
ciety they offer the only dependable 24-hour- 
365-day-a-year coverage. Some groups still 
work on fee-for-service, but the fees are col- 
lected by the administrative office, put in a 
kitty from which the doctors are paid salaries 
agreed to by the group itself. Other groups 
have achieved prepayment, meaning that their 
subscribing patients pay an annual fixed pre- 
mium, and together with Blue Cross or its 
equivalent, get budgetable prepaid comprehen- 
sive medical care. 

Doctors of the present generation are apt 
to be strongly opposed to working on salary, 
but I would like to point out that doctors work- 
ing full time for universities, or governments, 
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are paid by salary; also, doctors serving full 
time in the practice groups which are on pre- 
payment. Many other professionals, teachers, 
college presidents, clergy, and others are paid 
by salary. Why not doctors? Doctors should 
be well paid because they have invested much 
in their education and have acquired consider- 
able skill, but if they really love medicine and 
are in it for its own sake, they can be happy 
on salary. In all probability, as practice groups 
increase, and solo practice dwindles, the great 
majority of doctors will be on salary. This 
will be one of the adjustments that will be re- 
quired of the medical profession by the type 
of world we face. 

There are a great many variations of the 
group practice principle, and these as they 
function are on trial before the people. One 
can even say that the whole movement is a 
great experiment of the sort which I believe 
the medical profession is morally obligated 
to make. It must be willing to do research, 
and make explorations in the educational, ad- 
ministrative, social, and economic areas af 
medicine, no less than in the biologic. 

In the biologic areas, as a matter of fact, 
research is doing very well. That is why, im- 
portant as it is, I haven’t had more to say 
about it in this particular lecture. It is at the 
moment in happier case than either practice 
or teaching. There has been since World War 
II an incredible expansion in funds for the sup- 
port of research, both from governmental and 
private sources. The chief problem becomes 
that of finding people who show special prom- 


ise of being able to do original and creative 
research. When found they should be sup- 
ported generously and given great freedom to 
follow their lines of inquiry as their own scien- 
tific imagination directs. They must, of course, 
at any time have access to enlightened criti- 
cism. 

There are many special and new fields of 
medicine which urgently need to be advanced, 
such as occupational, industrial, environmental, 
rehabilitative, and social medicine, but unfor- 
tunately, there is not time to discuss these now. 
Instead, in closing I will mention but one, 
namely the psychiatric. 

The provision of psychiatric care at the pres- 
ent time is singularly inadequate from the com- 
munity point of view. There are, in the first 
place, not nearly enough psychiatrists, and 
those that we do have are sometimes too doc- 
trinaire to be useful on a community - wide 
basis. The psychoanalytical technique, un- 
doubtedly a powerful instrument for exploring 
the human mind, is too costly in both time 
and money to have application to more than 
a handful of highly selected patients. More 
expeditious methods of supplying our huge 
number of neurotic persons with psychotherapy 
will have to be made available, and for our ap- 
palling number of major psychotics, something 
better than locking them up in mental hospitals 
will have to be developed. 

There are thus plenty of urgent new tasks 
for you to sink your teeth in. I wish you all 
success in undertaking them. 

I thank you. 
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MEDICAL WANTS 
and NEEDS 


in Mature and Developing Nations 


No one ever has been able to distin- 
guish between the demand for medical 
attention and the need for medical care. 
The economist can shy away from argu- 
ments about the importance of the wants 
to be satisfied. The doctor cannot avoid 
the thought of appendicitis when a mother 
telephones that her child has thrown up 
his supper and says his stomach hurts. 
Here lies a basic difference between the 
supply of medical service and the supply 
of many other personal services or of a 
commodity such as automobiles. Med- 
ical wants, whether real or imagined, 
more often than not are based on appre- 
hension and fear. 


Dr. Churchill is the John Homans Professor of Surgery, 
Harvard Medical School, and Chief, General Surgical 
Services, Massachusetts General Hospital, Boston, Massa- 
chusetts. 

Address for the Harvard Foundation for Advanced 
Study and Research Harvard University, June 14, 1961. 


(VOL. 89, NO. 11) NOVEMBER 1961! 


EDWARD D. CHURCHILL, M.D. 
Boston, Massachusetts 


Meesica wants demand medical 
service; medical needs require medical care. 
Service at the individual level involves an 
interpersonal exchange between doctor and 
client which has a twofold function. First 
comes the assessment of the need for medical 
care. Having determined a need, then follows 
the provision of suitable care or guidance either 
by direct or indirect means. When wants 
deemed urgent by the client are not expedi- 
tiously met, the service is judged unsatisfactory. 
To inform a client that he does not need med- 
ical care may in itself provoke or intensify 
dissatisfaction. 

The Foreword to the Special Supplement of 
the October (1960) issue of Harper’s opened 
with two statements: “1. American medicine 
is the best in the world. 2. Millions of people 
are dissatisfied with the medical care they are 
getting.” 

It is not clear that the editors of Harper's 
made a distinction between service and care— 
between wants and needs—when they phrased 
the statement that millions are dissatisfied with 
their medical care. Also, many who seek med- 
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ical care are already unhappy people. The 
very act is likely to be an expression of dis- 
satisfaction with some personal situation. The 
situation may reflect some need that is not 
remediable by medical care; its roots may be 
economic, legal, or political, genetic or cultural. 
In some instances the physician may be able 
to help the client acquire insight into the true 
nature of his want even though it is beyond 
his power to satisfy it; in others, even this is 
impossible to achieve. While the term “mental 
health” has again come into common usage 
it should be recognized as an open-ended and, 
indeed, compounded abstraction which falsely 
conveys a sense of the concrete. 

Turning again to the two statements in 
Harper’s, it is clear that the key to the para- 
dox lies in the superlative “best.” Best for 
what? Wants or needs? 

What do the people, the “consumers” of 
medical service want? As a recent writer has 
said: “They want more of the doctor’s time! 
It is their one . . . important complaint: 
Doctors are too busy . . . we'd like to talk 
more, to tell them more; we'd like them to 
explain more, to listen more.” In Galbraithian 
economics “as a society becomes increasingly 
affluent, wants are increasingly created by the 
process by which they are satisfied.” Is medi- 
cine caught in the squirrel wheel model of the 
good society? 


Scarcities in War 


Toward the end of the European phase of 
World War II, Henry L. Stimson, then Secre- 
tary of War, had occasion to say that we had 
come “. . . rather suddenly in sight of the ulti- 
mate limitations of manpower and resources.” 
So far as the medical profession was concerned, 
this experience highlighted a significant differ- 
ence between the supply of health personnel 
and the supply of company commanders or of 
trucks and ammunition. It is impossible to 
increase the supply of physicians at short 
notice. 

The supply of physicians is but one element 
in meeting health needs and wants. Mr. Stim- 
son mentioned resources; there is also organ- 
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ization of effort. The application of the wide 
range of techniques which protect man from 
the hazards of his environment requires that 
individuals organize themselves or be organ- 
ized in those endeavors that are directed toward 
a specific goal. Our society is well aware of 
the fact that technology submerges individual- 
ism and is accelerated by a well knit social 
structure. Some comfort is found in the frank 
admission that the application of techniques 
is only one facet of the total human endeavor. 

A military undertaking affords a prime ex- 
ample of the concentrated application of 
technology to attain a specific and limited 
objective. In consequence it becomes a de- 
personalized affair. Speaking from within the 
framework of the army, Mr. Stimson made 
the assumption that organization at the tech- 
nological level would take place. To remind 
the command that there was a limit beyond 
which submergence of the individual could 
not extend even in war, he stated: “I consider 
that the care of the sick and wounded and 
the character of the hospitalization in the Army 
are matters for the direct responsibility of the 
Secretary of War.” Having personally accom- 
panied Mr. Stimson in his inspection of army 
hospitals in Italy, I can testify to the serious- 
ness with which he invested this responsibility. 

Steps were taken during the initial phases 
of the war to divide the medical manpower 
fairly between military and civilian needs. Age 
and physical fitness helped make the division. 
Military needs were met only by a careful allo- 
cation of physicians and the use of each man 
to the best advantage in his field of expert 
skills. The sick and wounded with specialized 
. clinical needs were brought together into centers 
where specialized personnel were concentrated. 
Military doctrine was set aside and this adap- 
tive planning extended from the zones of com- 
bat in Europe and in the Pacific to and through 
Continental United States. It was learned that 
transportation need make little difference ex- 
cept in the mind of the patient. 

The population at home increased by 5 
million during the war. By exhausting effort 
the physicians allocated to civilian needs were 
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able to meet the demands placed upon them. 
Nevertheless, to use again the words of Mr. 
Stimson, we came “rather suddenly in sight of 
the ultimate limitations of our manpower.” 
The experience of World War II warns of 
the necessity for long range planning in supply 
and organization. Today the need for physi- 
cians must be measured against the rapid 
growth of the population with a more than 
proportionate increase in the younger and in 
the older age groups. These require the most 
medical service, arid exhibit the greatest need 
for. medical care. The wants of the entire 


population call for thoughtful appraisal. 


Scarcities of the Future 


The Surgeon General of the Public Health 
Service, in 1958, asked a Consultant Group 
on Medical Education to report on how the 
nation can be supplied with adequate numbers 
of well qualified physicians. The supply is 
conventionally measured by the number, in- 
cluding osteopathic physicians, for each 100,- 
000 of the population. The maintenance of the 
supply depends primarily on the number of 
students graduated. By 1975, the Consultant 
Group reported, the nation will need 330,000 
physicians and an annual graduation rate of 
3,600 more than the present rate. So if the 
minimum goal of maintaining the present ratio 
of physicians to population is to be met, the 
facilities of existing medical schools must be 
increased substantially to enable them to in- 
crease their enrollment and new schools must 
be established. This expansion, the Consultant 
Group reported, must be undertaken at once. 
Delay will only magnify the impending deficit. 

This report is presumably the national guide- 
line but its implementation will only maintain 
the present numerical ratio of physicians to 
population. In 1975, if the assumption of the 
Editors of Harper’s is correct, “millions of 
people” will still remain “bitterly dissatisfied 
with the medical care they are getting.” Also, 
let us not be completely unaware of certain 
pockets in this country in which very large 
deficits in medical care lie concealed. Citizens 
are now directing energies toward bus terminal 
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washrooms and lunch counters; sooner or later 
they will peer into these pockets. There will 
be found not only economic, but ethical, moral, 
legal, and religious issues that make the wash- 
room appear like a problem in elementary 
arithmetic. 

I shall pass over the “resources” mentioned 
by Mr. Stimson with a single comment. The 
supply of physicians has been measured only 
in its quantitative aspect. Quality is of para- 
mount importance. In this century science has 
provided the doctor with powerful tools—tools 
that, used with expert skill, determine the issue 
between life and death; between hopeless crip- 
pling and useful life span. These tools are 
forged in laboratories of science and are being 
handed to practicing doctors at an increasing 
rate. Poor or non-rational medicine is expen- 
sive medicine—expensive in dollars and in life 
and suffering. 

Poor medicine may be the product of medi- 
ocre education or defective motivation. It also 
stems from the circumstance that the physician 
must have access to data now frequently un- 
available to him or meaningless if he tries to 
obtain them himself. For action he must have 
access to tools and skills he does not possess 
and that may be beyond his reach. As Secretary 
of War, Mr. Stimson was safe in his assump- 
tion that military doctrine provided organiza- 
tion that would make effective use of physicians 
and also would provide them access to tools 
and facilities. His concerns were limited to 
manpower and resources. My repeated refer- 
ence to the model of military medicine should 
not be taken by implication that I consider 
such a system acceptable by or desirable for 
the American people. Its defect—submer- 
gence of the individual—has been indicated. 
On the other hand, it may be folly to assume 
that effective use of physicians and their access 
to tools and facilities will arise spontaneously. 

Professor Emmet Hughes recently described 
the model of the practice function of the pro- 
fession in civilian life. I may add that this 
model exists not only in the minds of the peo- 
ple but lingers in the conventional wisdom of 
the profession itself. “A series of individual 


1171 


practitioners, each working with his own tools, 
and each of whom waits in his office for people 
who come with their problems . . . to seek his 
advice and action . . . all can be treated at the 
appropriate level by the simple device of the 
physicians placing themselves strategically and 
making the decision as to who needs what in 
the way of medical care.” As Professor Hughes 
comments, few should take that model of 
medical practice seriously, and, I may add, 
some do not, as events are showing. Practice 
on such a model will be severely strained to 
meet the needs of a rising population; it is 
already showing its inability to keep pace with 
the wants of an age of high mass-consumption. 
On the other hand, in the minds of many 
conscientious physicians only this model can 
supply the benefits of individual medical serv- 
ice. Their clients both accept and demand it. 
However, Professor Rostow has counselled: 
“A society like the United States . . . must use 
its resources fully, productively, and wisely. 
The problem of choice and allocation — the 
problem of scarcity—has not yet been lifted 
from it.” 

The dilemma shared by profession and com- 
munity is found in the extent to which the 
interpersonal elements of medical service can 
be submerged in order to provide the powerful 
technology essential to effective medical care. 
The problem of scarcity may not permit us to 
enjoy both. 


A Period of Organizational Revolution 


Rapid changes in scientific and social atti- 
tudes are testing the ability of all professions 
and other groupings of human activity to adapt 
themselves to new situations and responsibili- 
ties. Observers familiar with cyclic periods of 
reorganization in the history of professions 
have recognized the present time, manifested 
by problems and dilemmas that appear insol- 
uble, as a period of organizational revolution. 
Certain directions in which the medical pro- 
fession may move and is being moved to bring 
its manpower and resources into line with its 
basic commitments are already discernible. 

Measures to yield more effective use of the 
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doctor’s time seem inevitable. Integration of 
specialist skills with each other and with the 
generalist is already on its way. The past 14 
years have seen a 300 percent increase in the 
number of doctors in group practice and also 
in the number of groups. Large systems of 
medical care under governmental or labor 
union sponsorship have appeared. Further del- 
egation of simpler professional judgments to 
members of other health professions and of 
technical tasks to ancillary health personnel 
is economically sound and will reduce the 
overall work-load on educational institutions. 
It is tempting to say that the nurse can take 
over some of the work of the doctor. She 
has done so for many decades and will con- 
tinue to do so. But the nursing shortage is a 
rock on which the nation’s hospital system has 
repeatedly foundered. Medical education itself 
is under scrutiny by faculties attempting to 
conserve time and yet maintain standards of 
excellence. 

A recent editorial highlights the situation 
that is developing with respect to the family 
doctor. In 1930 about 69% of students chose 
this field for their life work; in 1960 only 35%. 
This in itself will make it necessary for com- 
munities to establish some reasonable limit to 
the responsibility of the physician with respect 
to both the screening and care of the social 
ills and ailments that are being placed on his 
shoulders. The humble illustration of the sick 
child was drawn from the experience of a con- 
scientious doctor in a small community. He 
responded to the call but found tha. the real 
reason for the vomiting and pain was an angry 
dispute between the child’s parents. After a 
busy day he had to stay until long past mid- 
night in an effort to straighten matters out. 
An experienced visiting nurse or trained social 
worker, or even the wise neighbor next door 
might well have handled this situation. 


Social Control 


When scarcities of personnel and resources 
make it impossible for doctors to supply the 
health needs of a population, some device to 
meet wants may be countenanced by the poli- 
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tician even though the principles of sound 
medical care may be violated by it. The effort 
may be well intentioned but takes the form of 
token medical service as a means of keeping 
the people quiet. The aequanimitas of the 
healer assures the equanimity of the society by 
quieting the chain reaction of emotion touched 
off by the advent of illness. It is of passing 
interest to note the large numbers of women 
who have entered the health services of the 
Soviet Union. It is true that they are variously 
labeled as doctors, nurses, and social workers 
but they are used to perform surprisingly simi- 
lar functions. 

The social control function of medicine be- 
came visible in the United States in the period 
of the Great Depression. The cost of medical 
care moved into the spotlight and brought forth 
the report of a privately sponsored Committee 
on the Costs of Medical Care (1932). Although 
“millions of our people” now may be “dissat- 
isfied with the medical care they are getting,” 
they have not as yet marched on Washington. 
It is not commonly recognized that medical 
wants and even hospital bed occupancy rise 
and fall with the stock market. 


Health as a Right of All 


As I have implied, one of the basic changes 
of the present century is the transition of 
medical care from an ancient practical art 
toward an applied technological science. Medi- 
cine for the first time in its long history has 
come into possession of powerful tools. Be- 
cause these tools are of value only when ap- 
plied with professional skill and learning, it 
may be said that the profession holds a monop- 
oly on their use. This is highly significant, in 
view of the fact another change has been the 
conversion of health from a privilege of a 
favored few to the right of all. This phenome- 
non dramatically came to the surface during 
World War II in England. It precipitated their 
National Health Act—although this was the 
culmination of a series of events underway for 
several decades. Climactic events of the war 
and the “share and share alike” attitude of 
the people—not the words of Aneurin Bevan 
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—nationalized English medicine. T. F. Fox, 
editor of The Lancet, recently stated “. . . the 
principle underlying health service ‘to each 
according to his need’ has now come to seem 
so natural that most of us are quite shocked 
when we see anyone relating medical care to 
the patient’s capacity to pay.” 

This principle was written into the charter 
of the World Health Organization. If for no 
other reason than the consideration of social 
control, it has become of imminent concern in 
the implementation of our national policy in 
aid to developing nations. 


The Developing Nation of India 


When one turns to the developing nation 
of India the illustration of the sick child be- 
comes irrelevant. In a remote rural village 
there is no telephone, no doctor, children fre- 
quently vomit and complain of abdominal pain 
and very often children die. Nature makes 
provision for this happening by having another 
child on the way. And certainly the illiterate 
mother has never heard of appendicitis. The 
thought goes through her mind that if fever 
sets in, the long overdue offering to Ganapati 
must be made. 

To the people of rural India sickness is as 
much a moral as a physical crisis. According 
to the cultural system of the person, symptoms 
of physical disability are connected to moral 
weakness by a chain of convictions involving 
nutrition, blood, semen, and transgressions of 
the ethical code. Ideal remedies for symptoms 
include pilgrimages and ritual baths to wash 
away one’s sins—atonements rather than tonics 
—Ganges water, not typhoid vaccine. 

The health wants of this vast population 
are by no means focused on its medical pro- 
fession. Nevertheless, the mind of the alert 
politician has grasped the significance of the 
symbol of the healer as an agent of social 
control. Irregular practitioners outnumber 
regular doctors ten to one in India. Herb 
doctors, homeopaths, hakims, witchdoctors 
and many others are free to practice their arts 
and flourish among the illiterate agricultural 
peasants. 
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I have implied that the toleration of irregular 
practitioners in rural India is at least in part 
a realistic device to maintain social control. 
For documentation | cite a little known com- 
ment by Gandhi himself. It was published in 
his “Young India,” in 1925, and gives his 
frank evaluation of Ayurveda, the great school 
of herb doctors. 

“Had I been absolutely hostile to the move- 
ment,” Gandhi wrote, “I should of course 
have declined the honour [of laying the corner- 
stone of the Ashtanga Ayurveda Vidyalaya in 
Bengali] at any cost . . . | hope the college will 
contribute to the alleviation of real suffering 
and make discoveries and researches in Ayur- 
veda that will enable the poorest in the land 
to know and use the simple indigenous drugs 
and teach people to learn the laws of prevent- 
ing disease rather than curing them . . . My 
quarrel with the professors of Ayurvedic sys- 
tem is that many of them, if not indeed a vast 
majority of them, are mere quacks pretending 
to know much more than they actually do. . . 
They impute to Ayurveda an omnipotence 
which it does not possess, and in so doing 
they have made it a stagnant system instead 
of a gloriously progressive science. I know of 
not a single discovery or invention of any 
importance on the part of Ayurvedic physi- 
cians as against a brilliant array of discoveries 
and inventions which Western physicians and 
surgeons boast . . . Let our Kavirajis, Vaidyas 
and Hakims apply to their calling a scientific 
spirit that Western physicians show, let them 
copy the latter’s humility, let them reduce 
themselves to poverty in investigating the 
indigenous drugs and let them frankly ac- 
knowledge and assimilate that part of Western 
medicine which they at present do not 
possess.” 

And so Gandhi, the living symbol of the 
simple virtues of the Indian way of life, knew 
well the worthlessness of the remedies being 
peddied to village folk. He himself exhibited 
the symbol of the spinning wheel, as obsolete 
as the herbal remedies. I trust that my Indian 
friends will forgive this dissociation of the 
political alertness of the young M. K. Gandhi 
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from the spiritual teachings of the mature 
Gandhiji. 

Economic growth however means the build- 
ing of a new society. It is our national pur- 
pose, as well as the dream of Gandhi, that 
the concept of human dignity be built into 
these societies as they develop. The needs for 
medical care are obvious. They crowd in from 
all sides. Hopes and demands for medical care 
are rising. 

For the political economist to measure 
the allocation of the aid dollar solely in 
terms of income generating investment or to 
insist on a demonstrable effect on the gross 
national product may be penny wise but pound 
foolish. As someone has said: “Accept Co- 
pernicus and Voltaire is inevitable.” 

I have selected as a contrasting illustration 
of contemporary medicine in India, the arrange- 
ments for the 1960 great Hindu religious pil- 
grimage to Allahabad in the State of Uttar 
Pradesh as described by A. Leslie Banks, 
Professor of Human Ecology at the University 
of Cambridge. On the main bathing day at 
the confluence of the Ganges and Jumna there 
was an attendance of four million pilgrims. It 
was from this festival above all others that the 
great pandemics of cholera have spread in the 
past. Pilgrims arrive from all directions by 
rail, river, bus, bullock cart, bicycle, tonga or 
on foot. 

The camp area prepared covered 35 square 
miles. In 1960 the sanitary and medical 
arrangements planned and carried out (under 
the direction of Dr. K. M. Lal, Director 
of the Uttar Pradesh State medical and 
health services) were so efficient that no case 
of infectious disease arose. In 1954 the fes- 
tival was the scene of a tragedy when several 
hundred pilgrims were crushed to death. In 
1960 only a variety of minor injuries were 
reported. 

The magnitude of this accomplishment can 
be gauged by recalling the scene at one of our 
major sports events and then picturing four 
million poor, superstitious and illiterate but 
not unintelligent rural folk crowding in for a 
dunk in a small muddy river. 
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Public and Individual Preventive Medicine 

In developing nations the application of 
health measures logically takes place in sequen- 
tial phases. The situation in each area thus 
calls for separate appraisal. Public health 
measures and sanitation applied at the com- 
munity or mass level permit the urbanization 
essential to economic growth and they control 
such inhibitors to agricultural development as 
malaria. These primary measures can be ex- 
pected to yield the greatest good to the greatest 
numbers at minimal fiscal outlay. 

Mass inoculation against cholera, as applied 
to the Allahabad pilgrims, is an example of 
one component of preventive medicine that 
allies itself naturally with public health. In 
many developing areas, and Uttar Pradesh is 
one, the public health phase largely has been 
accomplished or competently planned. In our 
own nation, of course, public health, sanitation 
and allied forms of preventive medicine are in 
a mature and continuing phase. 

There is another component of preventive 
medicine coming into mature societies that 
naturally allies itself with curative medicine 
because it is applied at the individual rather 
than the mass level. This is a relatively new 
concept and has gained ground slowly in actual 
medical practice except for periodic health 
examinations. Wholesome advice about habits 
of living is not generally accepted by Amer- 
ican people until they have felt the twings of 
disease. Nevertheless, increasing emphasis on 
individual preventive medicine may be expected 
as the understanding of degenerative diseases 
and their complications provides a specific fac- 
tual foundation. This shift of emphasis may 
well be one more factor in bringing new pat- 
terns of organized effort into professional prac- 
tice. It will both increase legitimate wants and 
require greater cooperation in practice. 

The following statement written by Dr. 
Frederick T. Hatch, Chief of the Arterio- 
sclerosis Unit at the Massachusetts General 
Hospital, provides illustration. The members 
of a large hospital staff were recently invited 
to submit free wheeling comments on the 
events that are having an impact on the activi- 
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ties of medical practice and consequently on 
adaptive changes that may be anticipated. Dr. 
Hatch wrote as follows: 

“Arteriosclerosis, the greatest current health 
problem of the civilized world, presents a 
major challenge to Medicine. This disease— 
in particular its involvement of the coronary 
arteries—is showing an alarming tendency to 
invade the third and fourth decades of life in 
males and the fourth and fifth decades of life 
in females . . . the accumulation of relevant 
knowledge in the biological and medical 
sciences is advancing faster than ever before. 
This rate of development virtually assures us 
that the basic information necessary for under- 
standing the mechanism of production of arte- 
riosclerosis is now, or soon will be, available. 
One may therefore anticipate the future need 
for large scale clinical trials of new measures 
for prevention or treatment . . 

“Of immediate, indeed current, importance 
is the probability that individuals with a high 
risk of developing the complications of arterio- 
sclerosis can now be selected and managed in 
accord with this new knowledge. The U. S. 
Public Health Service Study, at Framingham. 
Massachusetts, and other studies now indicate 
that male subjects who exhibit, even in mild 
degree, two or more of three abnormalities— 
obesity, hypertension and elevated blood cho- 
lesterol—have about 10 times greater risk of 
coronary disease than subjects with no one of 
these abnormalities. Thus the high-risk indi- 
vidual selected on the foregoing basis appears 
to have a 50-50 chance of actually having a 
myocardial infarction between 45 and 65 years 
of age. These high-risk subjects are not at all 
uncommon in our population. 

“Thus, a combination of biochemical, clin- 
ical and genetic information may permit in the 
near future a fairly accurate estimate of the 
risk of coronary disease in an individual sub- 
ject. Evidence now available suggests that 
management of the nutrition of susceptible 
individuals sometimes combined with drug 
therapy, will correct the metabolic abnormali- 
ties and perhaps arrest the progress of arterio- 
sclerosis. It seems reasonable to anticipate that 
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the application of such preventive measures 
may soon become rather widespread for the 
protection of a large number of individuals be- 
tween 20 and 60 years of age. 

“The proper application of the combined 
nutritional and pharmacological approach to 
prevention of ischemic heart disease will re- 
quire long-term observation and reinforcement. 
It seems likely that the complex requirements 
for assessment of risk, and clinical and nutri- 
tional control will necessitate the organization 
of cooperative enterprises which have not gen- 
erally been a part of medical practice. Indi- 
vidualized preventive medicine may thus be- 
come in the forseeable future one of the most 
important contributions of the internist and 
general practitioner.” 

i will remind you that this was written as 
a. privileged intraprofessional communication 
—not as an appeal for funds or publicity. 
Should Dr. Hatch’s hypothesis prove correct 
and the need is established to make individual 
preventive medicine of this order available to 
large numbers of the people, the profession 
will be faced by an unprecedented problem. 


Summary 

In a mature nation in an era of high mass- 
consumption, health wants expand and needs 
relatively are diminished. The key supply of 
manpower is expensive to educate and is not 
subject to rapid expansion, particularly in view 
of the great weight of the factor of quality. 
Full, effective and wise use of manpower and 
resources for needs will be required by a rising 
population. Organizational changes within the 
profession directed toward this end may be 
anticipated, and the nature of some of these 
changes is already discernible. Acceptance by 
the community and cooperation of the indi- 
vidual are necessary. 

In developing nations visible needs far ex- 
ceed expressed wants. With economic growth 
needs will multiply and wants increase. These 
may be met at first by public health and mass 


preventive measures. Individual rational medi- 
cine, both curative and preventive, cannot long 
be delayed. These measures build human 
dignity into the new social order and are essen- 
tial to social control. Health measures can be 
phased into a developing economy at the rate 
they will be accepted by the people. 

The health wants and needs of our mature 
nation have been placed in juxtaposition with 
those of a developing nation. Only by such a 
perspective can the health professions appraise 
their abilities to contribute directly or indirect- 
ly to the national program of aid. The problem 
of scarcity hovers over the area of health de- 
spite and in part because of the era of mass- 
consumption into which our society has moved. 
In no other area of activity is it more essential 
to apply the national policy of helping those 
nations that give evidence of helping them- 
selves. Professional undertakings must be 
wisely conducted and maximally productive. 
Allocation of scarce manpower to direct par- 
ticipation abroad will require acceleration of 
organizational adaptations at home to meet 
internal needs. Scarcities in resources, which 
in the field of health are met by the educational 
system itself, call for strengthening of this 
effort. 


Conclusion 


The basic strength of a mature economy is 
found in the ability of its citizens to cast aside 
outgrown and rigid organizational models and 
adapt themselves to change. The basic strength 
of a developing economy is not measured by 
the gross national product, its heavy industries, 
or by its coal and oil reserves. Here also, it 
resides in the human factor. It is man himself 
who brings his society into being and preserves 
his right to change it as he sees fit. A sound 
and healthy citizenry is the prime requisite to 
create, staff and run a modern nation and bring 
about adaptive change by lawful means. 
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“I conceive it the office of a physician not only to 

restore the health but to mitigate pain and dolours; 

and not only when such mitigation may conduce to re- 

covery but when it may serve to make a fair and easy passage.” 


—FRANCIS BACON, The New Atlantis 


Thoughts on the Care of 
The Hopelessly Ill 


LAWRENCE A. KOHN, M.D., Rochester, New York 


So lengthened human life 
span, nor the multiplication of drugs and other 
measures which have helped to produce it, 
have relieved the doctor of patients who have 
hopeless disease. For centuries, the care of 
the dying has been discussed by medical men, 
clergymen, laymen. Too often only one facet 
has been considered, “should one tell?”— 
although, at times a more general approach 
has been attempted. While there are no prob- 
lems in medicine which cannot be faced, there 
are few which can less readily be settled, and 
it is the purpose of this essay to suggest rather 
than to state; to provoke discussion rather than 
to define. A physician dare not presume to 
offer solution in the form of precise answers 
to matters which are so variably, so intensely 
individual. I venture to set down a few guiding 
principles, even these not always valid, which 
have been helpful to me. 

When death appears to be inevitable, should 
the patient, or the family, be told? Before one 
decides, it is well to.ask: “how sure are we 


(VOL. 89, NO. 11) NOVEMBER 1961 


of the outlook?” For example, in a woman of 
forty-five, the diagnosis of scleroderma was 
made, clinically and by biopsy in 1944. The 
sections were recently reviewed and the diag- 
nosis was correct, but the multiple lesions re- 
ceded and the woman is well. Fortunately, no 
prognosis was given. One of my many mis- 
takes is described briefly: 

@ A seventy-year-old lawyer was admitted 
to the hospital comatose, hemiplegic. In the 
next twenty-four hours, he developed high 
fever, auricular fibrillation and pulmonary 
oedema. The spinal fluid was grossly bloody. 
I gave the family a verdict of “no hope.” He 
recovered and practiced at the bar with mini- 
mal residual damage for two years. 

I am sure that these experiences are not 
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unique. After all, the spontaneous remission 
of proved carcinoma has been many times re- 
corded.” ? One needs to walk very, very softly. 

It may not be generally appreciated that any 
sort of “telling,” or “showdown” is rarely neces- 
sary. It is frequent for the patient and his 
physician to reach an understanding at a deep 
level of communication below and without the 
spoken word, with questions unasked, and no 
facts given. In my experience, this has been 
so usual that I have come to rely on the de- 
velopment of this understanding, and I have 
rarely been disappointed. Hence, there should 
be special reasons, special circumstances, which 
call for outspoken frankness to the patient. A 
relatively simple problem occurred recently: 

@ An old man who had been ill for some 
years with coronary disease developed a myo- 
cardial infarct. The signs indicated a poor 
prognosis. When I placed him on the danger 
list, his wife told me that a new will was to 
have been signed that same afternoon, and that 
it was imperative that it be done. I consulted 
his lawyer who verified her statement and, 
although I am sure that the patient learned 
thereby the gravity of his danger, the will was 
signed. 

There are occasions when the patient should 
have the opportunity to arrange personal, or 
spiritual matters more important to him than 
finances, and cautious questioning must pre- 
cede a decision to tell or to be silent. When 
a patient looks at me squarely and asks the 
truth, I tell it. I try to provide some hope and 
reassurance (vide infra) at the same time but, 
if under similar circumstances I know that I 
should wish to be told, I tell. 

Unless specifically forbidden by the patient, 
the family should be informed of the facts as 
one sees them. One takes the risk, if the 
patient has been left untold, that some unre- 
liable person (often a “fringe” family member ) 
will deliberately, or inadvertently, spill over, 
but if the transaction between doctor and 
patient is pursuing its normal course, the dam- 
age may still be small. 

At this time, regardless of who is or is not 
informed, and no matter how confident I am 
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of the facts, I invariably request a consulta- 
tion. The patient rarely objects, the family is 
generally pleased, and besides bolstering his 
confidence, the physician sometimes gains some 
useful hint (who of us does not have little 
unwritten trade secrets which are at times help- 
ful?). Most important, however, is that a con- 
sultation at an early stage of the illness may 
keep the family from developing panic at the 
end, seeking doubtful advice in distant places. 
Dr. Gerald Miller, Associate Professor of 
Pediatrics at the University of Rochester, allows 
me to report for him from his extensive con- 
sulting experience with leukemia and lymphoma 
in children. When a family is unable to accept 
a poor outlook, Dr. Miller urges them to get 
an opinion from a hematological group in some 
other city, furnishing, of course, such material 
as may avoid repetition of painful or extensive 
measures. 

When a patient has to be told, the young 
physician may have difficulty in making him- 
self clear. Current emphasis in medical schools 
is heavily on the interview, on listening to the 
patient. This is all very well in the period in 
which diagnosis is being made, but the physi- 
cian should be able to convey unpleasant facts 
with sympathy, with clarity and with dignity, 
and this art is not cultivated during the in- 
hospital years. It can be learned in part by 
example, and I sometimes invite a student, or 
intern, to hear such a talk, though it is usually 
best done between two people only. Talking 
to patients must fundamentally be learned by 
doing it. I have made errors in not being frank; 
for example: 

@ A woman of seventy had radical ampu- 
tation for a breast cancer. She knew the diag- 
nosis and asked me to tell her if there were 
signs of recurrence. Three years later, she 
began to lose weight and some probable skin 
metastases appeared. Her three children in- 
sisted that I procrastinate, and weakly, I did. 
She became suspicious, sought another opinion, 
and left my care, feeling she had been betrayed. 

It is difficult to predict what help religion 
will be in a fatal illness. I believe that it is 
the doctor’s duty to ensure the patient an 
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opportunity to find values in spiritual areas, 
even though previously they may seem to have 
been crowded out by material things. The 
formal rites which the Catholic church pre- 
scribes for the sick are an admirable starting 
point for this process, and the assurance of 
the priest-patient relation has great value. In 
the other faiths, more depends on the individ- 
ual character of the minister; this makes his 
task more difficult. In our hospital, we are 
fortunate to have had a succession of chaplains 
— Catholic, Jewish, Protestant — who have 
spread comfort and sometimes cheer through 
the wards, not limited to patients of their par- 
ticular faith. 

I make an effort to explain the facts of 
illness as I see them to the responsible clergy- 
man. I find that many patients are given mate- 
rial as well as spiritual support from him and 
his congregation. 

Unexpected help may result from religious 
counselling: 

@ A minister made a call on a woman who 
had recently moved to his parish, but who had 
not attended services, and found her unable to 
walk. Her illness, she told him, though not 
fully diagnosed, was considered permanent and 
progressive. “It looks,” said the clergyman, 
“uncommonly like what my niece has, and that 
is multiple sclerosis. Why not get another 
opinion?” The reverend gentleman did better 
than he knew. It was, in fact, sub-acute com- 
bined degeneration and, under treatment, she 
recovered. 

There is an art in managing the hopelessly 
ill. I list a few things which I have learned. 
If the disease is cancer and the patient knows 
or suspects, it is important to make clear at 
once that there will not be severe pain. Cancer 
has for long been synonymous with a night- 
mare of suffering, and this fantasy needs to 
be dispelled. Patients not only fear pain, but 
are also concerned about their ability to endure 
it. This does not mean that one is to prescribe 
narcotic or tranquilizing drugs before they are 
needed. The reassurance the patient must have 
is that help will be given if needed. What drugs 
SHOULD be used? If there is marked anxiety, 
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frequent opportunities to talk with the doctor 
come first, but perhaps some sedation is also in 
order. While in such an illness the complications 
of the phenothiazine derivatives (jaundice, 
blood dyscrasias, neurological damage) may be 
degraded in importance, I enter a plea for a 
trial of barbiturates, even of bromides, before 
more expensive drugs are ordered, (advertising 
manager, please do not read the last sentence). 
The placebo quality of all drugs is well recog- 
nized, and I see no reason to start with a ten- 
cent capsule. If an older patient on pheno- 
barbital is transiently foggy, what of it? This 
is in part the desired effect. 

Pain and dyspnea must be relieved, and it 
is hardly necessary to say that codeine and 
aspirin should be tried before meperidine, and 
meperidine before morphine. Whether any of 
the morphine derivatives, or substitutes, arc 
really less addictive is unproved, but we all 
have our (uncontrolled) experiences. (I like 
Levo-Dromoran®). Using liquid prescriptions 
rather than rigid-dose tablets has been useful 
and, of course, allows the addition of small 
doses of chloral or barbiturate. When narcotics 
are regularly administered, the phenothiazine 
derivatives may be potentiating. It is often 
possible to postpone hypodermics until the 
terminal weeks of the illness. 

Provided it is done gradually, it may be 
possible to relax a restrictive treatment schedule, 
always remembering that, if the bars are let 
down too suddenly, the patient may take it to 
mean, “He is giving me up.” Beyond what a 
patient finds he can eat, there is no value in diet 
in stomach cancer. There is little use in limiting 
protein in terminal uremia. While control of 
extracellular fluid is essential for the cardiac’s 
comfort, some relaxation of salt intake seems 
at times to have done no harm and to have 
produced a better food. intake. I recall that, in 
the last week of illness of a patient with 
widespread malignant disease and constant 
vomiting, she asked for, ate with relish and 
digested a boiled lobster! 

Perhaps it is my age that makes me attentive 
to bowel habits in my patients, perhaps it is 
because they are so often neglected by juniors. 
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The “chronics,” cardiacs, patients with cancer, 
or cerebral insufficiency, are often distressed by 
constipation. This is especially so when opium 
derivatives are needed. I have found it 
worthwhile to study each patient’s problem, 
and to try to arrange a plan of laxatives, or 
enemata, to suit. 

The doctor-patient relationship of the 
hopelessly ill is of the utmost importance to 
both participants. Whenever possible, a single 
physician should be in charge. When attendance 
at a tumor or radiation center, or a hematology 
clinic, is necessary, there is often divided 
responsibility and divided allegiance. Patients 
consciously, or unconsciously, may play one 
doctor against another, may misinterpret, may 
distort what they hear, or see, in the hospital. 
Discussion of the problems of multiple 
transferences is beyond the scope of this paper, 
but those in charge of treatment centers should 
constantly remember that, if they allow their 
role to be other than formal and consultative, 
they may interfere with the essential position of 
the family physician. Meticulous attention to 
communication between clinic and doctor will 
reduce this threat. It is well that all 
prescriptions be written by one physician for 
obvious as well as psychological reasons. 

One of the greatest comforts for the dying is 
to be left at home. General hospitals are 
unhappily places where house staff probe and 
test, where nurses though not unkind are 
indifferent, where in brief, the “crock” is a 
second class citizen. To be in one’s own bed, to 
have quiet and good light, comfortable 
temperature, books, tasteful food and drink 
served at reasonable times, this is the final boon 
a family can give their loved one. Dr. Henry 
Sigerist expressed this similarly a few years 
prior to his death.* It is sometimes impossible, 
but with the help of friends, visiting nurses, 
perhaps a night nurse, it can often be managed. 
Professional nursing is expensive but, if cost 
must be considered, it can be balanced against 
the useless x-rays and laboratory procedures 
and the other extras one finds on hospital bills. 

How long should one continue to fight for the 
patient’s life? A simple answer is, “as long as it 


is for the patient’s good,” but this leaves a great 
deal unsettled. Any complaisance we may have 
felt towards euthanasia should have been 
changed by the Nazi horror. “It started (the 
killing of the unfit) with the acceptance of the 
attitude, basic in the euthanasia movement, that 
there is such a thing as life not worthy to be 
lived.”* Yet there comes a time in almost every 
illness when one must balance the value of 
prolonging treatment against the physical 
distress and the financial burden which it may 
involve. Apart from real physical improvement, 
the routine of deep radiation or other 
tumor-destroying processes at first gives comfort 
and hope and may actually sustain a patient 
and help him maintain face. It is easy to let it 
continue, ignoring the law of diminishing return. 
If a radiation program is to be abandoned, it 
must be done with finesse, so that the patient 
does not seize on this to mean, “they have given 
me up.” 

An even stronger stand should be taken 
against last-ditch measures. I recall with disgust 
a total colectomy in a woman (not my patient) 
moribund from ulcerative colitis. It COULD 
and DID hurt her, and the one in a million 
chance of success did not justify it. A similar 
instance of mis-treatment by medical means 
is outlined; 

@ G. R., seventy-seven, had nephrectomy 
for pyonephrosis which disclosed a reticulum- 
cell tumor involving the kidney and 
retroperitoneal structures. His fever continued 
and he became uremic and developed auricular 
flutter. My treatment was aimed at his comfort, 
and with this a consultant agreed. However, 
his physician-son and his daughter thought this 
inadequate and transferred him to another 
physician’s care. He survived two days of 
antibiotics, steroids, fluids. At postmortem, 
there was tumor in liver, spleen, lungs, 
adrenals, bone-marrow and the remaining 
kidney. 

These are extreme instances, but we must 
remember that patients and their families are 
constantly exposed to sensational reports in 
the newspapers, and to even more misleading 
material in weekly and monthly magazines; the 
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product of “science writers” whose facts are 
often distorted, after being obtained from 
publicity-hungry investigators. Most distressing 
is the urge to run to distant places after lusi 
naturae. The precautionary measures against 
just this, taken early in a fatal illness, may 
prove themselves towards the end. In any case, 
the physician must tread the narrow path be- 
tween being thought unwilling to face further 
opinion, and protecting his patient against dis- 
comfort and even exploitation. 

After a patient’s death, the family need 
continuation of care. When an illness has been 
lengthy they often express relief at its 
conclusion, which should not mislead the 
physician into neglecting grief and guilt, almost 
invariably there. Simple reassurance helps and 
this is furthered by a call, or even merely a 
letter, but is often best provided by an autopsy. 
In patients who die at home, permission for 
postmortem will be granted in about twenty-five 
percent, or slightly more than half of those 
asked,* especially if a university, or hospital, 
department of pathology will do the examination 
without charge. 

While the information obtained in cases 
of chronic heart disease, cerebral damage, 
or cancer, is rarely striking, it usually allows 
the physician to assure the family that 
neither earlier diagnosis and treatment, nor 


last-ditch medical experiment would have 
altered the result. Permitting an autopsy is at 
times a symbolic sacrifice as well, and 
occasionally unexpected findings may give 
comfort. It is important that the results be told 
to the family promptly and, here again, clear 
language must be cultivated. When after a 
hospital death, the postmortem letter is left to 
the house staff, it is well for the attending 
physician to make sure that it has been done, 
and to review it for clarity, preferably with the 
responsible resident. I always offer the family 
an opportunity to talk with me as well. 

Statistics are always impressive, even though 
they may add little. Some years ago, I reviewed 
the success of treatment in twenty-nine 
consecutive cases of hopeless disease under my 
care. The criteria, of course, were subjectively | 
weighed, but I included the physical and 
emotional comfort of the patient, and of the 
family, and my tolerance of the strain. In 
fourteen cases, I considered the result 
satisfactory, in nine indifferent, and in six poor. 
These six included one suicide, one case of gross 
over-radiation with skin necrosis, and the 
instance I cited where I followed the bidding of 
the family rather than of the patient. Fifty 
percent is not an impressive figure, but if valid, 
represents a step towards the accomplishment 
of Sir Francis Bacon’s precept. 
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STOP AT CORONER'S CORNER .. . 


Read the stories doctors write of their 
unusual experience as coroners and 


medical examiners. 
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We are all psychotherapists . . . because 
our patients cast us in this role. You can 
hardly help giving something of your- 
self at every meeting with a patient, 
with every history you take, with every 
physical examination you do. And 


Plain Talk 


along with every pill or prescription, 


you dispense a bit of yourself .. . 


About 


PSYCHOTHERAPY 


O.. text is psychotherapy; not 
Psychotherapy and the Psychiatrist, but Psycho- 
therapy and the Physician. 

Actually, all doctors are psychotherapists in 
some degree — and all know considerably 
more about human behavior, interviewing tech- 
niques, and the doctor-patient relationship than 
they are consciously aware of. 

Inasmuch as these concepts, “psychotherapy” 
and even “the physician,” for that matter are 
rather vague, I think the best way to approach 
this subject is under three headings: 

I. You, The Doctor 
II. The Patient 

III. You And The Patient 

We will say something about doctors, and 
something about patients. We will also discuss 
what happens when doctor and patient meet, 
thereby commencing an interpersonal relation- 
ship which is older than Hippocrates, an inter- 
personal relationship which can be our heritage 
today. Stated simply, this consists of two peo- 
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ple: one, a healer and the other, a suffering 
man. 


Definition 


Before plunging in, let’s define what we are 


- talking about. Psychotherapy is the fusion of 


two Greek forms, “psukhe” for mind and 
“therapeia” for healing—the latter is also de- 
rived from another Greek word, “theraps,” for 
servant. Mind-healing, then, is accomplished 
by collaboration between two minds—without 
intervention of electricity or pharmacologic 
substances and with a minimum of unwitting 
hocus-pocus. 

In discussing psychotherapy in this broad 
sense, | would like to tell you about something 
you can use, something you can put to work 
tomorrow morning, if you have not already 
done so. Intensive psychotherapy, a definite 
kind of operation which is a skilled refinement 
of the doctor-patient relationship and practiced 
by psychiatrists and psychoanalysts, cannot be 
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fully developed here, though it is only an 
elaboration of basic principles which I will try 
to outline. 

I like best the simple all-inclusive definition 
of psychotherapy contributed by Jurgen 
Ruesch: when doctor and patient meet, the 
events which ensue constitute psychotherapy. 
The patient is a person who somehow knows 
that he is failing in his living and the doctor 
feels that he knows something about failure, 
so it is understandable that these two should 
conjoin. Now, with a definition under our hat 
we can proceed to talk about: 


I. You, The Doctor 


Having stated that doctor and patient should 
conjoin, the first point I want to make about 
You, The Doctor, is that today, doctor and 
patient too often do not conjoin. In an age of 
specialization, technological fireworks, heavy 
patient load and headlong time-engulfing 
“busyness,” doctor and patient are conjoining 
less and less and the meaningful doctor-patient 
experience is dwindling in medicine. 

The doctor-patient relationship in 1961 is 
not quite what it was in 1861 when the New 
England psychosomaticists understood what it 
meant to communicate with a patient. Nor is 
it quite what it was in 400 B.C. when Hip- 
pocrates understood what it meant to know a 
patient not as a disease but as a suffering 
person. 

So, as is often the case, we rediscover the 
past, and, in 1961, we throw our hats in the 
air about our modern psychosomatic medicine 
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and our modern concepts of the total person 
only to find that they have been around a long 
time. T. S. Eliot, in “The Cocktail Party,” has 
the psychiatrist say at one point: 

“|. . my patients are only pieces of 

a total situation which I have to ex-: 

plore...” 
“Pieces of a total situation”—you could frame 
that and hang it on the wall of your office. 
You could organize your practice of medicine 
around that. 


Disease-Centered 


In treatment today we are becoming too 
disease - centered, too doctor -centered, too 
hospital-centered. By these other interests we 
are distracted from being patient-centered. In 
a very real sense the patient is becoming the 
forgotten man. Patients, it seems, like children, 
should be seen—preferably while tucked in 
securely in a bed—thoroughly poked, x-rayed 
and bled—but not heard—except, perhaps, in 
the filling out of a history form of epic pro- 
portions which is, nevertheless, largely disease- 
centered and leaves hardly a single breath for 
the patient to say what he urgently needs to 
say to someone about his troubles and desires. 

Nevertheless, almost all doctors are strongly 
motivated toward helping and easing people. 
Unconscious motivation for this may have de- 
vious roots (a need for power, the satisfaction 
of curiosity), but personal drives, whatever 
their nature, should never be allowed to involve 
the patient for the doctor’s ends. 

Our feelings can cause us to become over- 
committed: too sympathetic, too paternal, pro- 
tective, God-like, or, on the other hand, hostile, 
perhaps even subtly threatening. 

The doctor must accept the fact that every- 
thing he does and says to the patient, and some 
things he does not say or do, have a psycho- 
therapeutic effect which may affect rapport 
positively or negatively. A momentary de- 
tached look, a tapping foot, or a “hmmmmm” 
at the wrong time, may undo an hour’s produc- 
tive relationship. 

Now, who does psychotherapy? Any physi- 
cian, whether he is a general practitioner or 
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a specialist in neurosurgery, can and should 
have a psychotherapeutic point of view. In 
fact, we are all psychotherapists whether we 
like it or not because our patients cast us in 
this role. 

You can hardly help giving something of 
yourself, you know, at every meeting with a 
patient, with every history you take, with every 
physical examination you do. And along with 
every pill or prescription you dispense a bit 
of yourself. All of the specialists and general- 
ists should be able to recognize and deal with 
the emotional aspects of the problems with 
which they deal. 

In medical school or afterward, one’s train- 
ing ought to include fundamental principles of 
human behavior, familiarity with emotional dis- 
orders and clinical contact under supervision. 
Of course, there have always been those good 
doctors among us who by their patience, tol- 
erance and wisdom, have succeeded in helping 
their emotionally troubled patients without any 
formal knowledge of psychodynamics but by 
being “simply more human than otherwise.” 


Il. The Patient 


Now we turn our attention to this uneasy 
man or woman who seeks you out because you 
are the one who can help. Statistics indicate, 
for those of you who like statistics, that at least 
a third (and some estimates go as high as three- 
fourths) of patients who enter doctors’ offices 
do so for emotional problems. So you might 
become a dermatologist or a radiologist to try 
to escape from these entangling people, but 
there is no hiding place; if your lot is that of 
most physicians, they will constitute the bulk 
of your practice. 

When I think of patients, I think of all the 
kinds of humanity that daily stream in and 
out of doctors’ offices: intelligent people, dull 
people, the unhappy, the confused, the 
suspicious, hostile people, dreamy people, the 
demented and the sad—people in physical pain 
and in emotional pain, guilty people, anxious 
people—even you and me. 

More often than not, your patient is appre- 
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hensive, tense and fearful as he literally puts 
himself in your hands. During a recent discus- 
sion, I was pleased to hear a medical student 
say, “You know, it’s hard to be a patient.” I 
think he was referring to his awareness of the 
enforced passivity, the submission, and the 
feeling of helplessness that is a part of the 
experience of being a patient. 

When the patient first consults you he may 
re-experience a childhood relationship to an 
authority figure—this time the doctor—and old 
anxieties and resentments are rekindled. Aware- 
ness of the quality of the rapport, either posi- 
tive or negative, is important to the doctor in 
handling this operation which we call the 
doctor-patient relationship. Through this rela- 
tionship the doctor will be able to assess the 
patient; his inter-personal problems, his person- 
ality structure, internal and external stresses and 
his ways of meeting them which constitute his 
“illness.” In addition, psychological testing may 
prove to be a useful adjunct in assessing the 
patient. 


Few Psychiatrists 


The question which now occurs to you may 
be: What kinds of patients should I consider 
for a _psychotherapeutic relationship? The 
answer to this question, like our definition of 
psychotherapy, is broad, perhaps surprisingly 
broad. Ebaugh has stated that most psycho- 
therapy should begin in the family doctor’s 
office and most should end there. 

Psychiatrists are few in number, absent from 
small communities, and moreover, can carry 
on intensive psychotherapy with relatively few 
patients (for a psychoanalyst, eight patients is 
a full-time load). The great bulk of psycho- 
therapy—psychotherapy for the minor and for 
the moderate disturbances—is the job of other 
doctors. The psychosomatic disorders, whose 
name is legion, fall particularly well into this 
group. The anxiety states, and other neuroses 
not associated with serious depression or severe 
obsessive compulsive symptoms, form a large 
percentage of every physician’s practice and, in 
most cases, can be adequately helped. Also in 
this group is the alcoholic, who must be recog- 
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nized for his underlying neurosis or character 
disorder of which drinking is only a symptom. 
The acute delirious states, as well as the chronic 
organic reaction types in older people requiring 
primarily supportive therapy, also fall within 
the province of the non-psychiatric physician. 

The difficult undertakings in which referral is 
indicated include the schizophrenic and manic- 
depressive psychoses, the character disorders 
formerly known as psychopaths, and chronic 
neuroses. 


III. You and the Patient 


Now we come to the heart of the matter: 
psychotherapy as a specific kind of operation. 
It is here, in the constructive doctor-patient 
experience, that psychotherapy is done. What 
happens when doctor and patient get together? 
What is the constructive doctor-patient experi- 
ence? Psychotherapy is essentially a knowledge- 
able doctor-patient relationship conducted at 
the interview level. The interview, then, is a 
useful diagnostic and therapeutic tool. Differ- 
ential diagnosis is beyond the scope of this 
short discussion. However, specific formulations 
are not always necessary and are even undesir- 
able because they tend to pigeonhole people, 
or hang labels around their necks which imply 
social stigma. 

Turning then immediately to therapy, we 
note first that the doctor-patient experience 
begins not when the patient walks in the door 
but when the patient first decides to see the 
doctor. He has already been thinking about you 
and relating to you in fantasy before you shake 
his hand. How do you receive him? Do you put 
yourself at ease? Do you put the patient at 
ease? The manner in which you take the 
history and do the physical examination, will 
bear importantly on the kind of relationship 
which evolves between you. 


Observation 


Throughout the introductory procedures you 
should use all of your powers of observation, 
all five senses—and not a little of the sixth— 
in studying his person and his behavior. Note 
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how he looks, what he says, the rhythm and 
inflection of his voice, what he does not say, 
and when significant silences occur. Keep your 
ears open for hidden meanings and never forget 
that basic postulate: conscious behavior is 
unconsciously determined. Ask yourself: what 
role does he seem to be playing here? What 
are his feelings?—anxiety, resentment, guilt, 
dependency longings? 

In assessing the patient, I am often reminded 
of the familiar railroad warning sign, “Stop! 
Look! and Listen!” This seems to me to be an 
easy way to remember three crucial factors in 
psychotherapy: Stop with the patient long 
enough; observe the patient with all your 
powers of perception, and facilitate communi- 
cation from the patient to you. Good psycho- 
therapists are good listeners. 


Plan of Therapy 


Once you have established, on good medical 
grounds, a psychogenic hypothesis for the 
illness, it may be necessary to broach this to 
the patient if he has not already proposed it 
to you. And, if you have been a good listener, 
letting the patient unwind to you, you will be 
surprised how infrequently you will have to take 
the initiative in this. Having decided that 
psychotherapy can help, you will want io assess 
his willingness to undertake this form of 
treatment. 

You may wish to discuss with him your plan 
of therapy, where you are going, and when, 
with realistic ameliorative rather than curative 
goals, you plan to stop. Your estimate may 
vary anywhere from ten to one hundred, or 
more hours of interpersonal communication. 
And you are justified in discussing with him 
appropriate remuneration for this time 
investment. 

During these hours, if you have decided upon 
expressive, uncovering therapy rather than so- 
called supportive therapy, you are going to try 
to understand, simply to understand—without 
criticism, advice-giving or impatience — the 
topics which he brings to the hours. Actually, 
psychotherapy is a shared effort in topical self- 
study and understanding—with all of the 


darkness and uncertainty which that implies. 
But, as the Chinese proverb goes: “It is better 
to light one small candle than curse the 
darkness.” 

Your role in psychotherapy is that of an 
accepting person. Let me pause on that word 
accepting—what does it mean to be accepting? 
—it means that you are probably the first 
person in his life to accept the patient for what 
he is and to affirm his right to be that way. You 
are accepting and benign, a neutral listener 
who aids by word, gesture and attitude, the flow 
of communication. 

Some familiar facilitating phrases used by 
therapists are, for example, “What are your 
associations to that topic?” or, “What would 
you really like to do?” or “I can understand 
how you might feel anxious (or resentful) 
about that.” 


New Insights 


As the patient unwinds in this unthreatening 
atmosphere—commencing with his immediate 
life situation, his job, his family—he involves 
you in his life experience. Words become 
associated with feelings. He relives significant 
past events, but now in a uniquely structured 
setting, where sharing and support are avail- 
able. You know, poets are a lot more succinct 
than the rest of us and I think W. H. Auden 
has put this very neatly in a poem about Freud: 

“ . . he merely told 


The unhappy Present to recite the Past 

Like a poetry lesson, till sooner or later it 

faltered at the line 

Where long ago the accusations had begun 

And suddenly knew by whom it had been 

judged...” 

So you see, the psychotherapeutic trans- 
action is much more than a verbal exchange. 
If you stay with him long enough, a person 
comes to re-experience himself in this unique 
interpersonal relationship, to find acceptance 
rather than rejection, to find sharing and im- 
plicit reassurance rather than recrimination or 
exhortation. For the first time, he may be 
enabled to understand himself, able to look at 
both the painful and the happy aspects of him- 
self with equal objectivity. By means of this 
re-educative emotional experience, new identi- 
fications, new reflected appraisals, new insights 
develop which enable his concept of himself 
and his perception of others to change. He is 
enabled to attain a previously unattainable 
mastery and fulfillment in living. 

This about closes what I have to say about 
you, the doctor, your patient, and what hap- 
pens when the two meet. Perhaps you will 
want to remember one thing: In order to prac- 
tice psychotherapeutic medicine there is one 
fundamental requirement—that is, in the words 
of Harry Stack Sullivan, that you be “simply 
more human than otherwise.” 
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WHAT'S YOUR DIAGNOSIS? 


Read the film and compare your find- 
ings with those of a top radiologist. 


SEE PAGE 33a 
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A Clinical Study of the Use of 
A New Iron-Carbohydrate Complex 


Iron-Deficiency Anemia 


este need for a safe, effective and 
inexpensive iron preparation continues to 
concern physicians treating iron-deficiency 
anemia, the most common nutritional deficiency 
disease of children in the United States.’ 
Rapidly growing infants, premature babies, 
twins, and infants born after repeated 
pregnancies are especially vulnerable to 
iron-deficiency anemia.* Iron deficiency in the 
mother is also an important factor in nutritional 
anemia in infancy.* 

Available therapeutic iron preparations have 
had many drawbacks, including unpalatability, 
production of gastrointestinal disturbances, 
staining of teeth and, in many cases, toxic 
reactions and death. 

The toxicity of iron preparations, particularly 
among children, has been pointed out 
editorially.* Ferrous sulfate tablets were 
involved in thirty-five non-fatal poisonings 
reported to the New York City Poison Control 
Center from 1957 until mid-1959.° Cann and 
Verhulst® reported five cases with three 
deaths) of iron poisoning of children recorded 
by the National Clearinghouse for Poison 
Control Centers. All of these involved tablets 
known or believed to contain ferrous sulfate. 
Hoppe and associates’ reviewed the literature 
and found seventy-eight case reports of iron 
poisoning, with death in thirty individuals. 
While ferrous sulfate was the causative agent in 
most, some of the deaths followed ingestion of 
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ferrous chloride, ferric chloride and ferric 
ammonium citrate. Aldrich’ reviewed forty 
instances of iron poisoning of children. Ferrous 
sulfate was the agent in thirty-nine and in tablet 
form in thirty-eight of these. He found that the 
mortality rate is about fifty percent, and that 
the margin of safety between the therapeutic 
dose and the toxic dose is smaller than 
previously thought. In fact, a wide range of 
doses was involved in cases of iron poisoning; 
from 4.8 to 18 gm. in fatal poisonings, and from 
1.5 to 15 gm. in non-fatal cases. In view of 
these facts, the Committee on Toxicology of the 
American Medical Association’ stated that, 
“Iron sulfate and other iron salts, which have 
produced injury, may ultimately be replaced by 
safer iron compounds, provided the substitutes 
are equally effective and not too expensive.” 
The present report presents the results 
of a clinical study of the effectiveness of 
a new iron-carbohydrate complex (Jefron®)* 
containing forty-five percent iron, more than 
twice the amount in ferrous sulfate. The 
preparation is stable over a wide pH range (4 
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TABLE 1 


DISTRIBUTION OF 


AGE RANGE 


PATIENTS 


PEDIATRIC OUTPATIENTS NEWBORN 12 14 26 

CONTROL INFANTS 3-9 MONTHS 8 5 13 

SEVERELY ANEMIC INFANTS 9-20 MONTHS 3 1 4 

PRIVATE PEDIATRIC PATIENTS 8 MONTHS TO a 9 17 
10% YEARS 


OBSTETRIC PATIENTS 


TOTAL 


to 11), which favors its absorption after 
oral administration. Weaver and associates? 
compared its effects on mice with those of 
exsiccated ferrous sulfate and other iron salts, 
as well as an iron polysaccharide complex 
and a ferroglycine sulfate complex. The 
iron-carbohydrate complex was the least toxic 
of any preparation given orally. No signs of 
toxicity occurred in mice given oral doses of 
the complex containing more than twelve times 
the lethal dose of iron as ferrous sulfate. The 
complex also is virtually tasteless, and does not 
stain the teeth. 


Methods of Study 


The study was planned to include patients 
from the prenatal and well baby clinics 
of the Brooklyn Women’s Hospital, from the 
pediatric clinic of the East New York 
Dispensary and from private obstetric and 
pediatric practice (Table 1). Patients treated 
with iron-carbohydrate complex were 
considered in four groups: (1) newborn infants, 
(2) severely anemic infants, (3) obstetric 
patients and (4) private pediatric patients. 

Group ONE. (New Born Infants) 
Beginning four days after delivery, infants in 
this group were treated prophylactically with 
a daily dose of the iron-carbohydrate complex 
equivalent to 7.5 mgms. elemental iron and a 
multivitamin preparation; this dose to be 
continued until the infants were returned to the 
well baby clinic for a blood count at the end of 
the second month. At this time, the dose was 
increased to 15 mgms. of iron in the iron 


complex, plus the multivitamin preparation. 
Further blood counts were done at the end of 
the third and the ninth month, and height, 
weight and data on the product’s acceptability 
and possible side reactions were recorded. A 
control group of similar patients selected at 
random from the well baby clinic of Brooklyn 
Women’s Hospital received only a multivitamin 
preparation. 

@ Group Two. Severely Anemic Infants 
from nine to twenty months old and with 
hemoglobin levels less than 7.0 gm. percent 
were given 75 mgms. iron as iron complex. Data 
on hemoglobin level, weight and height as well 
as the acceptability of the product and the 
incidence of side reactions were recorded in the 
first, third, sixth and ninth week. 

@ Group THREE. Obstetric Patients with 
hemoglobin levels below 10 gm. percent were 
given iron complex in doses of one, two and 
three teaspoonfuls per day, equivalent 
respectively to 100, 200 and 300 mgms. 
elemental iron daily. Blood counts were made 
every three months when possible, with a final 
count just before delivery or soon after. 
Because of the susceptibility of pregnant 
women to nausea, diarrhea, constipation and 
other gastrointestinal disturbances, * particular 
attention was given to side reactions. 
Acceptability of the product to patients also 
was noted. 

@ Group Four. Pediatric Patients in Private 
Practice were given the iron complex in doses 
of 7.5,.or 15 mgms., iron three times a day. 
These patients were from eight months to 
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FIGURE showing the hemoglobin response 
of newborn infants to the iron complex. 


FIGURE 2 


Chart showing the her-cglobin response 
of severely anemic infants to the iro: complex. 


HEMOGLOBIN (Gm.per 100 ml) 


ten and one-half years old, and were under 
treatment for a variety of conditions. Anorexia, 
listlessness, pallor and underweight were 
common symptoms, with upper respiratory 
infection, allergy and jaundice in some. They 
were managed conventionally, and a 
multivitamin preparation was given routinely. 
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Results 

@ Group ONE. The hemoglobin level of the 
twenty-six newborn infants increased from an 
average of 10.6 gm. percent to 11.9 gm. 
percent, a net rise of 1.3 gm. between the 
second and third months (Table 2, Figure 1). 
The average gain for the first three months was 
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TABLE 2 RESPONSE OF NEWBORN INFANTS TO PROPHYLACTIC 
AMOUNTS OF IRON-CARBOHYDRATE COMPLEX* 


WT. GAIN HEMOGLOBIN, GM. PER 100 ML. 
WT. AT BIRTH 3 MO Ss ——-—— 
LB.-OZ. LB.-OZ. 2 MONTH 3 MONTH GAIN 9 MONTH TOTAL GAIN 
12.5 < 13.4 
13.8 14.1 
11.3 : 12.8 
11.5 : 13.5 
12.3 12.8 
11.5 13.5 
12.3 ‘ 12.9 
12.3 13.9 
11.0 12.8 
11.3 12.9 
12.5 13.2 
12.9 12.6 
10.9 13.4 
12.3 13.6 
11.3 12.0 
11.5 12.5 
11.3 : 12.0 
12.3 12.9 
11.1 : 12.7 
10.9 x 11.6 
13.5 12.5 
12.5 12.8 
11.9 : 13.2 
12.3 . 14.1 
12.7 ‘ 13.3 
11.5 : 12.8 


Average 11.9 ‘ 13.0 


PATIENT 


F 
M 
F 
M 
F 
F 
F 
F 
F 
M 
F 
M 
M 
F 
F 
M 
F 
M 
M 
M 
M 
F 
M 
F 
F 
M 


* Dose equivalent to 7.5 mg. iron daily first month and 15.0 mg. iron daily thereafter. 


TABLE 3 RESPONSE OF SEVERELY ANEMIC INFANTS TO IRON-CARBOHYDRATE COMPLEX* 


pot WEIGHT, LBS.-OZ. HEMOGLOBIN, GM. PER 100 ML. 
SEX MOS. 7 WK. 9 WKS. NETGAIN 1WK. 3WKS.  6WKS. 9 WKS. 
18 3-4 f 11.0 11.5 11.8 
9 3-8 ‘ 7.8 11.0 — 
18 3-4 9.2 12.5 
20 3-8 3 8.5 10.0 11.8 


Average 16 36 ‘ 9.1 10.4 12.0 


* Dose equivalent to 75 mg. iron per day. 
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zak 11. 
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13. 
14. 
15. 
16. 
17. 
4 18. 
19. 
: 20. 
23. 
24. 
25. 
26. 
: 24 
: NAME NET GAIN 
4 Tz. 5.3 
S.W. 5.5 
H.N. 5.5 
RJ. 5.6 
5.5 
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five pounds, six ounces (2.438 kg.). By nine 
months, the average hemoglobin level was 13.0 
gm. percent, an increase of 2.4 gm. above the 
second month’s level. The thirteen control 
infants who received iron only from dietary 
sources showed lower hemoglobin levels 
throughout the nine-month study; their net 
increase above the two-month level was 1.6 gm. 
(Figure 1). 


@ Group Two. The four Severely Anemic 
Infants (Table 3, Figure 2) experienced an 
average increase in hemoglobin of 5.5 gm. 
percent in six to nine weeks. Their average level 
when the study began had been 6.3 gm. percent. 
They gained an average of three pounds, six 
ounces (1.531 kg.). 

All the infants (Groups one and two) 
accepted the iron complex readily. There were 
no instances of vomiting, diarrhea, constipation 
or other gastrointestinal disturbance. 


@ Group THREE. The average hemoglobin 
increase for obstetric patients receiving 100 
mgms. (one teaspoonful) was 2.5 gm.; for 
those receiving 200 mgms. (two teaspoonfuls), 
2.2 gm., and for those receiving 300 mgms. 
(3 teaspoonfuls), 2.1 gm. (Table 4). Thus, 
there was no significant difference in results 
obtained with the three levels of dosage. Several 
patients reported subjective responses of 
“feeling better,” or losing their “tiredness.”’ All 
took the iron complex readily and found the 
flavor pleasant. 

Although it was taken routinely between 
meals, there were none of the side reactions 
frequently accompanying iron medication, such 
as cramps, nausea, gastric upsets, diarrhea or 
constipation. No discoloration of teeth oc- 
curred. 


@ Group Four. The seventeen private 
pediatric patients (Table 5) were treated for 
from nine to twenty-seven weeks, an average 
of thirteen weeks. The fourteen who received 
15 mgms. iron as iron complex, three times a 
day, experienced increases in hemoglobin level 
averaging 1.8 gm. percent, from 11.3 to 13.1 
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gm. The three who received 7.5 mgms. iron, 
three times daily, also had considerable 
increases in hemoglobin. All patients gained 
weight and height and improved in general body 
tone. In six, improvement in appetite or 
weight was exceptional. 

Three cases representative of the entire 
group are reported in some detail. 


Case One 


A premature boy, second child in his family, 
weighed five pounds, four ounces (2.38 kg.) at 
birth, August 19, 1958. Jaundice, noticed 
shortly after birth, had increased by the second 
day and his weight had dropped to four pounds, 
fourteen ounces (2.36 kg.). The older brother 
was well and had no history of jaundice. 

Serum bilirubin was 17 mg. percent (direct 
1.5 and indirect 15.5) and hemoglobin, 17 gm. 
percent. Blood cell and differential counts were 
within normal limits except for a moderately 
low white cell count. Tests for abnormal 
antibodies in the mother’s serum, an 
agglutination test, and an antiglobulin test all 
gave negative results. The baby’s physical 
progress after a transfusion was satisfactory, 
and jaundice disappeared after three days. 

Physical examination, October 10, revealed 
no abnormalities. The weight was eight pounds, 
two ounces (3.7 kg.), height, twenty inches 
(51 cm.), and hemoglobin, 9.4 gm. percent. A 
multivitamin preparation was prescribed, and 
iron complex equivalent to 7.5 mg. elemental 
iron three times daily, which, on October 18, 
was increased to 15 mgms. twice a day. By 
November 14, the iron level in the serum was 
110ug. percent. On December 26, hemoglobin 
was 10.5 gm. percent; red cell count 3,620,000 
(twenty percent target cells), and white cell 
and differential counts were within normal 
limits. The child was pale. 

On Feb. 27, 1960, hemoglobin was 10.7 gm. 
percent, and red cell count 3,450,000. Other 
hematologic data were noncontributory. The 
child weighed twenty pounds, nine ounces 
(9.07 kg.) and was twenty-eight inches 
(71 cm.) tall. The skin was moderately pale, 
but his condition otherwise was good. 


> 
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TABLE 4 HEMOGLOBIN RESPONSE OF OBSTETRIC PATIENTS TO IRON-CARBOHYDRATE COMPLEX 
HEMOGLOBIN, GM. PER 100 ML. DURATION OF 
THERAPY 
PATIENT DAILY DOSE INITIAL NET GAIN (WEEKS) 


1. 1 tsp. 
(100 mg. iron) 


Average (6) 


2 tsp. 
(200 mg. iron) 


8. 


Average (12) 


HEMOGLOBIN, GM. PER 100 ML. DURATION OF 
PATIENT DAILY DOSE iN FINAL NET GAIN (WEEKS) 


19. 3 tsp. \ 13.0 
(300 mg. iron) 


11.6 
Average (17) 10.2 12.3 


+ Medication discontinued at six months because of toxemia of pregnancy. 


* Exact data not available, but it is known that therapy was continued for more than 10 weeks. 
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10.8 1.8 16 
oe a 8.2 10.6 2.4 19 
| 3. * 10.4 12.5 2.1 16 
4. 9.2 12.5 3.3 18 
8.0 9.8 18 5 
6. " 6.9 10.4 3.5 2 | 
as 8.6 11.1 2.5 12.6 
8.8 11.0 2.2 8 
9. ° 9.6 11.5 1.9 14 
10. . 9.6 10.9 13 26 
11. 4 9.8 11.6 1.8 19 
' 12. * 9.2 12.8 3.6 22 
13. 9.4 11.6 2.2 6 
14, 8.6 11.4 2.8 8 
15. 9.3 11.2 1.9 9 
: 16. * 8.2 10.2 2.0 9 
17. 8.6 11.8 3.2 3 
as 18. $ 8.8 10.8 2.0 6 
a 9.1 11.3 2.2 12.5 : 
20. ° 10.2 13.0 2.8 * vil 
21. “ 11.0 12.6 1.6 25 | 
22. . 10.6 12.8 2.2 20 
23. ° 9.1 12.4 3.3 12 : 
24. . 10.4 12.2 1.8 12 
25. 10.8 12.0 1.2 11 
26. 9.8 11.6 1.8 * 
27. bs 9.8 12.0 2.2 12 7 
28. 9.6 11.7 2.1 12 
29.4 10.9 12.0 1.1 * 
30. 9.8 12.0 2.2 
31. 9.8 11.0 1.2 11 
| 32. * 10.9 13.0 2.1 12 
33. ¥s 11.2 14.0 2.8 13 
34, ° 10.6 12.0 1.4 26 
2.1 * 
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TABLE 5 HEMOGLOBIN RESPONSE OF PRIVATE PEDIATRIC PATIENTS TO IRON-CARBOHYDRATE COMPLEX 


DOSE T.1.D. 
PATIENT AS MG. IRON 


i 7.5 


7.5 
x 
Average 


* These experienced marked improvement in appetite and/or weight. 


HEMOGLOBIN, GM. PER 100 ML. DURATION OF 
. THERAPY 
INITIAL FINAL NET GAIN (WEEKS) 


14.1 : 16 
12.8 
13.6 


13.5 


13.5 
12.5 
14.0 
13.2 
13.0 
13.2 
14.6 
13.5 
11.7 
12.5 
13.5 
13.5 
12.8 


On June 4, he was very active, took all 
feedings, had regular bowel movements, and 


skin color had improved considerably. 
Hemoglobin was 12.6 gm. percent. 


Case Two 


A nine-year-old girl with intractable diarrhea 
was seen on January 4, 1960. She had had 
the usual childhood diseases and routine 
inoculations. She had suffered frequently from 
diarrhea and gastrointestinal upsets for a year. 
An infection of the upper respiratory tract was 
followed by loss of weight and as many as 
eight to ten loose, green, mucous stools daily 
during the two weeks before her visit. Bowel 
movements had been painful. Her temperature, 
which had been between 101 and 103 F. for 
five days, was normal at the time of 
examination. The child was pale, the scleras 
were bluish-white, and tonsils had crypts. Other 
physical findings were normal except for some 
tenderness over the abdomen. The rectum 
was moderately excoriated. She weighed fifty-six 
pounds (25.4 kg.) and was fifty-three inches 
(134.6 cm.) tall. Hemoglobin was 10.5 gm. 
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percent; red cell count, 3,100,000. The 
differential count was within normal limits. 
Urinalysis, stool cultures and examination for 
occult blood were negative. 

A constipating diet, multivitamin preparation, 
and one teaspoonful daily of the iron complex 
(100 mgms. elemental iron) were prescribed. 
The patient’s color, appetite and weight 
improved during three and one-half months of 
this treatment, and she was well except for 
occasional upper respiratory infections. 
Growth was satisfactory. 

On April 30, she weighed sixty-two and 
one-half pounds (28.4 kg.) and was fifty-four 
inches (137 cm.) tall. Hemoglobin was 13.5 
gm. percent; red cell count 4,800,000, and 
white cell count 4,200,000. 


Case Three 


A premature girl weighed four pounds, ten 
ounces (2.098 kg.) at birth, on June 26, 1958. 
On October 24, her appetite was poor and she 
was extremely restless. Her weight at this time 
was eight pounds, twelve ounces (3.97 kg.). 
She showed no abnormalities except a 
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ul 
F 11 mos. 11.0 
M 8 yrs. 9.1 
F 2% yrs. 10.9 
10.3 = 3.2 9.6 
4.* 15 10% yrs. 10.5 3.0 12 
15 7 yrs. 11.0 1.5 9 
6. 15 4 yrs. 12.2 1.8 13 
7. 15 8 mos. 12.0 1.2 9 
8. 15 4% yrs. 10.9 2.1 20 
9.* 15 3 yrs. 12.5 0.7 27 
; 10.* 15 4% yrs. 12.0 2.6 17 
11.* 15 2 yrs. 12.0 1.5 18 
12. 15 8 mos. 10.5 1.2 9 s 
: 13. 15 8 yrs. 11.5 1.0 14 
14.* 15 2% yrs. 11.0 2.5 10 
15. 15 5% yrs. 10.7 2.8 8 
16. 15 8 mos. 10.5 2.3 6 
‘ 17. 15 16 mos. 10.7 12.0 1.3 9 
Average 11.3 13.1 1.8 13 
| 


hemoglobin level of 10.5 gm. percent. An 
increased caloric intake was advised and ferrous 
sulfate (12 mg. iron daily) was prescribed. 

On November 28, her mother reported that 
the infant was taking more milk than she had 
been, but refused all other foods. The blood 
picture was unchanged. 

On August 18, 1959, the mother reported 
that the child took less than one quart (0.95 
liter) of milk daily, refused all solid foods 
except desserts, and was restless and slept 
poorly. She had been given a multivitamin 
preparation. The child weighed twenty-eight 
pounds (12.7 kg.) and was thirty-six and 
one-half inches (93 cm.) tall. She appeared 
anemic; other physical findings were essentially 
normal. Hemoglobin was 10.0 gm. percent; red 
cell count, 3,200,000. White cell and differential 
counts revealed no abnormalities. Feedings of 
egg yolk added to milk were advised. A 
multivitamin preparation and iron complex 
(15 mgms. iron twice a day) were prescribed. 

On December 12, her color, appetite, and 
sleeping pattern were considerably improved. 
She weighed thirty-one pounds (14.06 kg.) and 
was thirty-seven inches (94 cm.) tall. 
Hemoglobin was 11.5 gm. percent. 

On February 10, 1960, the infant appeared 
lively and was eating well. Hemoglobin was 
12.5 gm. percent. The mother reported that 
she took the iron complex readily in fruit juice, 
and that there had been no gastrointestinal 
disturbances. Bowel movements were regular 
and normal, and she slept well. 

On May 10, her weight was thirty-three 
pounds (14.97 kg.) and her height thirty-seven 
and one-half inches (95.25 cm.). Hemoglobin 
was 13.5 gm. percent. The mother had no 
complaints regarding the infant’s progress. 


@ COMMENT. These case reports illustrate 
three of the many conditions that may be 
associated with a need for iron supplementation; 
neonatal hemolytic anemia, intractable diarrhea 
in children, and prematurity. 


General Comment 


Since it may take from six to ten months to 
correct iron-deficiency anemia, iron should be 
given early to infants, in the first month to 
premature infants and between the fourth and 


‘the sixth month to others. This recommen- 


dation parallels early administration of vitamin 
preparations, which one of us’ advocated. in 
1939 and later. 

Children from four to ten also frequently 
have a low hemoglobin level. During the period 
of development and growth, therefore, as well 
as during recurrent infections, complete 
examination of the blood of children should be 
routine. 

Iron supplementation is needed also during 
pregnancy. This is illustrated by the fact that 
before this study was undertaken, the low 
hemoglobin levels reported in our well baby 
clinic had prompted a check of the hemoglobin 
level and diet of expectant mothers. The 
self-chosen diets of women attending the 
prenatal clinic showed a daily iron intake of 
about 6 to 8 mgms. in most cases. This amount 
would meet ordinary requirements, but is only 
half the amount required to maintain body 
reserves during pregnancy. 

Because iron-deficiency anemia may recur 
when iron is discontinued as soon as the 
hemoglobin level reaches normal, it is advisable 
to continue iron medication until iron in the 
tissues as well as hemoglobin iron has been 
replenished. 


Summary 


A new iron-carbohydrate complex of low 
toxicity (Jefron®) was evaluated clinically in the 
treatment of eighty-two patients, including 
infants, children and adults. 

Satisfactory hemoglobin responses occurred 
in all groups. 
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Patients of all ages accepted the preparation 
readily, and there were virtually no_ side 
reactions. 

This new iron complex appears to fulfil the 
requirements for a safe, palatable, effective and 
well tolerated iron preparation. 
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CONFERENCES ON CARDIOVASCULAR THERAPY 


The Cause and Treatment of 


EDITOR: MYRON R. SCHOENFELD, M.A., M.D., Yonkers, New York 


It has been said that medicine has ad- 
vanced more in the past fifty years than in 
the preceding five thousand, and in few 
other fields has this been more apparent 
than in the area of cardiovascular diseases. 
Instrumentation—and in particular electro- 
and vector - cardiography, roentgenography, 
cardiac catheterization, and phonocardi- 
ography in all of their diverse modifications 
—has put diagnosis on a relatively objec- 
tive and accurate basis. Refinements in in- 
strumental technique, such as selective bi- 
plane angiocardiography, and the introduc- 
tion of new techniques, such as radioactive 
isotope and indicator-dye dilution studies, 
are opening new vistas in diagnostic 
accuracy. 

Yet impressive advances have not been 
in the realm of diagnosis alone. The pace 
with which knowledge has increased in the 
sphere of cardiovascular therapeutics has 
been nothing short of astounding, and in 
some areas the advances in therapeutics, 
more than in diagnostics or physiology, has 
assumed the proportions of a major medical 
triumph. Indeed, knowledge has accumu- 
lated at such a formidable speed that even 
the interested student, no less the busy prac- 
titioner, frequently finds himself in the un- 


comfortable position of being alternatively 
confronted with methods of testing which 
he cannot evaluate, barraged with conflict- 
ing claims of competing drugs, and con- 
fused by the proponents of divergent plans 
of therapy. There has been, then, a grow- 
ing need for a systematic synthesis of con- 
temporary knowledge in this field, and it is 
to the fulfillment of this need that the fol- 
lowing series of papers is directed. 

Starting with this issue, there will appear 
from time to time articles titled under the 
general caption of “Conferences on Cardio- 
vascular Therapy.” These “Conferences” 
will consist of edited transcriptions of lec- 
tures, seminars, and panel discussions con- 
ducted at various institutions in Greater 
New York. The conference format has been 
deliberately chosen; for, in this literary di- 
mension, one can best blend the scholarly 
opinions of recognized authorities with the 
fluidity of a discussion group, thereby 
achieving the combination of authenticity, 
flexibility, and readibility. Thus while many 
of “The Conferences” are initiated by a 
lecture of some length, it is the subsequent 
repartee between the speakers and the audi- 
ence that characterizes the essence of “The 
Conferences.” 


Presented at the Hospital for Joint Diseases, New York, New York. 
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D. Kwit (MODERATOR): The 
subject of this afternoon’s conference is the 
causes and treatment of intractable heart fail- 
ure and of acquired tolerance to diuretics. The 
speaker is Dr. Dilip Mehta. As you all know, 
he is on leave from the University of Bombay, 
in India, and is presently working with Dr. 
Harry Gold in the field of human pharmacol- 
ogy at the Cornell Medical College. Dr. Mehta. 

Dr. MEHTA: Thank you, Dr. Kwit. All of 
us have had occasion to see patients who have 
congestive heart failure and who, though in- 
itially responding to the conventional methods 
of treatment — digitalis, salt restriction, and 
diuretics — eventually became Tefractory to 
these measures. Such cases are variously 
termed intractable edema, resistant edema, or 
intractable congestive heart failure. What 
usually happens in such cases is that the physi- 
cian shifts from one drug to another and still 
another in an attempt to find a regimen which 
will be effective. However, such a recourse 
is usually not necessary. All that may be 
needed is an alteration in the conventional 
methods of therapy, a revision of diagnosis, 
or recognition of certain complicating factors. 

The causes of intractable heart failure are 
many. Textbooks usually list such causes as 
pulmonary embolism, bronchopneumonia, myo- 
cardial infarction, overdigitalization, ammonium 
chloride acidosis, internal bleeding due to anti- 
coagulants, various electrolyte disturbances (of- 
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ten caused by too much or too little treatment 
with diuretics and salt restriction), and so forth. 
However, all of us know how rare it is to see 
a case of refractory failure due to these causes. 
There are several other factors more commonly 
involved, and I would like to review some of 
them with you now. 

Of great importance in the control of con- 
gestive heart failure is the limitation of the 
patient’s sodium intake. Unfortunately, it is a 
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common belief that almost any amount of so- 
dium can be given to a patient provided he is 
treated vigorously enough with diuretics. This 
is not true. As far back as 1945, Dr. Gold, 
Dr. Kwit and others showed that one cannot 
properly treat severe congestive failure without 
adequate salt restriction. May I have the first 
slide please? 

(Slide 1.) This is one of Dr. Kwit’s slides. 
The patient was on a low-salt, high-carbo- 
hydrate hospital diet and received 1 cc. doses 
of Mercuhydrin® off and on. While at the be- 
ginning he lost some weight, as you can see, 
he soon began retaining water in excess of 
what he was losing. At this point, the dose of 
Mercuhydrin was increased to 2 cc. daily and 
the diet was changed to milk and water, there- 
by providing a liberal amount of fluid but re- 
stricting the sodium intake. The patient then 
had a satisfactory diuresis. 

Dr. Kwit: May I comment on this slide? 

Dr. Menta: Certainly. 

Dr. Kwit: I remember this case. This pa- 
tient was a young man of thirty-seven years. 
At the beginning he responded well to injec- 
tions of Mercuhydrin. Then he began to gain 
weight for no apparent reason. I began thumb- 
ing through the hospital chart and discovered 
an important fact. One evening the patient 
complained of epigastric burning. The Resident 
doctor covering the ward that night ordered 
Sippy tablets, apparently unaware that the pa- 
tient was'in heart failure. The patient consumed 
fifty grams of sodium bicarbonate in the form 
of Sippy tablets, and this accounted for his 
weight gain. 

Dr. Menta: Thank you, Dr. Kwit. Situa- 
tions similar to the one you just described 
happen more often than is generally realized. 
We frequently find patients on a normal diet, 
which may contain ten to fifteen grams of so- 
dium chloride or more, failing to respond to 
Mercuhydrin. The doctor then increases the 
dose of Mercuhydrin, starting with 2 cc. and 
going up to 4 to 6cc., and still the patient does 
not respond. The case is then labelled “intrac- 
table,” when, in fact, all that is needed is 
adequate salt restriction. I would say that this 
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is the most common cause of “intractable 
edema.” However, there are other causes too. 
Could we have the next slide please? 

(Slide 2.) Here we see a patient who re- 
ceived seven injections of Mercuhydrin off and 
on in about five weeks time. As you can see, 
a pattern developed such that, during the first 
twenty-four hours after receiving Mercuhydrin, 
he would lose weight, and, during the second 
twenty-four hours, he would gain weight. 
Sometimes the weight gain would be equal to 
and sometimes even greater than the initial 
weight loss, with the result that, in the five 
weeks time, the overall weight change only 
amounted to a loss of two pounds. This slide 
teaches us that if we use Mercuhydrin every 
other day or once every three to four days, we 
may not achieve good results. 

These studies were based on the sequential 
twenty-four-hour weight changes after single 
injections of Mercuhydrin. But it may be— 
and there is some evidence that this is so— 
that instead of a twenty-four-hour cycle, the 
effect of Mercuhydrin lasts only ten to twelve 
hours. In this case, the patient would lose 
weight in the first ten to twelve hours, and gain 
weight in the next twelve hours or so. The 
twenty-four-hour result would then show either 
no appreciable weight loss or a net weight 
gain. Such a phenomenon would explain why 
certain patients with congestive heart. failure 
actually gain weight following an injection of 
Mercuhydrin (as judged by the weight change 
the following day), a result just the opposite 
of that expected. 

The evidence to date suggests that diuresis, 
even in a patient with excess body salt and 
water, acts a stress, evoking a powerful counter- 
acting antidiuretic response. Thus diuresis and 
antidiuresis go hand-in-hand with every injec- 
tion of Mercuhydrin, or, for that matter, with 
the administration of any diuretic drug. Ordi- 
narily, the diuretic response predominates dur- 
ing the initial twelve to twenty-four hours and 
the antidiuretic during the subsequent twelve to 
twenty-four hours. Often, within forty-eight to 
seventy-two hours, the antidiuretic phase over- 
compensates the diuretic phase, and the weight 
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record on the third day may actually register 
a net weight gain. At any rate, the final result 
depends on the magnitude and duration of the 
diuretic and antidiuretic components. And 
mind you, this phenomenon occurs even in the 
presence of adequate salt restriction. Let me 
illustrate this diuretic-anti-diuretic interaction 
with a few other examples. The next slide 
please. 

(Slide 3.) This was another very edematous 
patient. During the early part of his hospitali- 
zation he received a 2 cc. Mercuhydrin injec- 
tion every three or four days, and the twenty- 
four hour weight gains and losses were plotted. 
After the first injection, he lost nine pounds 
during the first twenty-four hours but gained 
back two pounds in the second twenty-four 
hours. With the second injection, he lost six 
pounds in the first twenty-four hours and gained 
back six pounds in the second twenty-four 
hours . . . and so on with each injection. If 


we add up all the weight losses incurred in 
the first twenty-four hours after each injection, 
the effect of Mercuhydrin seems very impres- 
sive indeed, for the total weight loss amounts 


to almost thirty pounds. However, because the 
kickback during the second twenty-four hours 
after each injection largely negated these weight 
losses, the overall weight loss amounted to 
only six or seven pounds. This case then, 
might be called “intractable.” Actually, how- 
ever, the patient was not intractable at all, not 
even to Mercuhydrin, for when 2 cc. of Mer- 
cuhydrin was administered daily, he lost weight 
promptly and consistently, and in only a few 
days he was edema-free. I would like to re- 
emphasize, then, that, if we are to expect good 
results with Mercuhydrin, we should admin- 
ister it at least once daily. Next slide please. 

(Slide 4.) Here again we see the same phe- 
nomenon, a loss of weight during the first 
twenty-four hours after Mercuhydrin and a 
gain in weight during the second twenty-four 
hours. Note, however, that after the first few 
injections, Mercuhydrin began to cause a weight 
gain, even during the first twenty-four-hour 
period. Apparently the first few injections of 
Mercuhydrin stimulated the body in some way 
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so the effect of Mercuhydrin given later on was 
reduced, and, in fact, reversed. 

It thus appears that diuresis and antidiuresis 
are part and parcel of every response to diu- 
retic drugs, including Mercuhydrin and the 
chlorothiazide derivatives. Dr. Gold had some 
hunches about the cause of the antidiuresis. 
He reasoned that there were only a few fac- 
tors likely to cause this type of reaction, 
namely, excess secretion of the posterior pitui- 
tary antidiuretic hormone, excess secretion of 
an adrenal steroid, or activation of osmorecep- 
tors. Dr. Gold focused his attention on the 
steroids. It was argued that if the stress of 
diuresis called forth the secretion of a salt and 
water-retaining hormone from the adrenal cor- 
tex, perhaps the effect of this hormone could 
be impeded by the administration of other 
steroids. The next slide please. 

(Slide 5.) This patient was given 2 cc. of 
Mercuhydrin every other day. Here again we 
see the patient losing weight in each twenty- 
four-hour period immediately following a Mer- 
cuhydrin injection and gaining back some 
weight in each succeeding twenty-four-hour 
period. Then a steroid was given—and I might 
add that it doesn’t matter which steroid is used, 
for cortisone, hydrocortisone, prednisolone, 
methylprednisolone, prednisone, various spiro- 
lactones, androgens, estrogens, progesterone, 
and many other steroids appear to work equally 
well. After the steroid was given, the weight 
loss in the first twenty-four hours after an in- 
jection of Mercuhydrin was increased. In the 
second twenty-four hours, not only didn’t we 
see a rebound weight gain, but a weight loss 
was actually recorded. The effect of Mercu- 
hydrin was thus enhanced. Now the steroids 
by themselves either have no effect on salt and 
water turnover or cause salt and water reten- 
tion. The enhancement of the effect of Mercu- 
hydrin by the steroids thus cannot be attributed 
to the combined effects of two diuretics. 
Rather, it would seem that diuresis calls forth 
a defense mechanism of the body involving the 
hypersecretion of a mineralocorticoid—perhaps 
aldosterone—and that the administration of 
exogenous steroids suppresses the effect of this 
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mineralocorticoid, thereby permitting the full 
effect of Mercuhydrin to be seen. We can fur- 
ther conjecture that since the steroids (includ- 
ing the spirolactones) molecularly resemble the 
endogenous mineralocorticoid, they compete 
with it at the target organ: the renal tubule. 
Since the mineralocorticoid is probably secreted 
in minute doses, measured in micrograms or 
tenths of micrograms, and the exogenously ad- 
ministered steroids are given in the compara- 
tively overwhelming doses of milligrams, the 
mass action law applies and the exogenous 
steroids competitively inhibit the action of the 
mineralocorticoid at the target organ. This, to 
my mind, is the only plausible explanation for 
the action of the steroids in the cases described 
above. Can I have the next slide? 

(Slide 6.) This slide also illustrates the 
efficacy of steroids in these cases. While it 
may be that the antidiuresis which accompanies 
a diuretic response is due to a number of fac- 
tors, in most cases the antidiuresis can be 
largely or entirely abolished by the administra- 
tion of steroids. This suggests that the anti- 
diuretic phase is largely due to the excessive 
liberation of aldosterone or an aldosterone-like 
hormone. And now the last slide please. 

(Slide 7.) Here we see that the patient lost 
successively less weight with each of three injec- 
tions of Mercuhydrin, but after a single dose 
of steroid, an injection of Mercuhydrin caused 
three times the loss of weight than did the pre- 
ceding injection of Mercuhydrin. 

Dr. Kwit: Thank you very much, Dr. 
Mehta, for this most interesting discussion. 
Are there any questions? 

Dr. SCHOENFELD: Does the rebound anti- 
diuresis you describe occur in digitalized pa- 
tients? 

Dr. Menta: Yes. If we thought the patient 
required digitalis, we gave it to him. But why 
do you ask? 

Dr. SCHOENFELD: The reason I asked this 
question is that digitalis is a steroid, and there- 
fore it might also be expected to block the 
action of the endogenous electrocorticoids. It 
is interesting that digitalis doesn’t seem to work 
in this way. 
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Dr. MEHTA: I wouldn’t be surprised if digi- 
talis did augment the effect of Mercuhydrin 
in this way, at least to a certain extent. Dr. 
Gold and I had discussed the possibility of test- 
ing one of the digitalis preparations which 
lacked a cardiac effect to see if it would en- 
hance the effect of Mercuhydrin, but we haven't 
had a chance to try out this idea yet. How- 
ever, it seems to me that the phenomenon is 
one of mass action: we must flood the renal 
tubules with exogenous steroid to block the 
action of the endogenous mineralocorticoids. 
Since digitalis is ordinarily administered in small 
amounts because of the sensitivity of the heart 
and vomiting center to the drug, we cannot 
expect it to be a potent competitive inhibitor 
of the electrocorticoids. 

Dr. Kwit: I would like to re-emphasize 
what Dr. Mehta brought out so clearly, that 
amongst the commonest causes of so-called 
“intractable edema” are too much sodium and 
too little water intake. Many physicians still 
limit the fluid intake. However, if the patient 
does not have an adequate fluid intake, it is 
going to be difficult to rid him of his edema. 

Visitor: How much sodium should these 
patients be allowed in their diet? 

Dr. Kwit: What we generally do is give 
them one or one and one-half quarts of milk 
and one or one and one-half quarts of water 
a day. This limits their sodium intake. As 
time goes on, and as we want to liberalize their 
diet, we gradually add a bowl of rice with 
some sugar, a couple of eggs, a few slices of 
salt-free bread, and salt-free butter. The pa- 
tient is then placed on a sodium diet of 0.5, 
1.0, and 1.5 grams. 

But let me add that sometimes even severe 
salt restriction will not suffice, and that vigor- 
ous drug treatment may be necessary. Just a 
few months ago, I saw a man of sixty-five years 
who had severe heart failure, ascites, and a 
huge, fluid-filled scrotum. He had been treated 
unsuccessfully with the usual therapeutic 
regimen — salt restriction, digitalis, diuretics, 
and so forth. He was in a serious condition. 
I began by giving him 2 cc. of Mercuhydrin 
daily, and nothing happened. I flooded him 
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with fluid, and still nothing happened. I then 
began giving him 2 cc. of Mercuhydrin in the 
morning and 2 cc. at night and he lost fifty 
pounds in about three weeks. The patient, then, 
did not have intractable edema; he simply 
needed more Mercuhydrin. 

Visitor: Is there any danger of kidney 
damage from too much Mercuhydrin? 

Dr. Kwit: If the patient has a good urinary 
output, I don’t think you will get into difficulty. 

VisiTor: Dr. Kwit, how large a dose of 
Mercuhydrin have you given in a day? 

Dr. Kwit: We have given as much as 8 cc. 
a day. 

VisiToR: Is there much difference between 
the effects of 4.cc. and 8 cc. of Mercuhydrin? 

Dr. Kwit: Ordinarily 2 cc. of Mercuhydrin 
is the ceiling dose. However, in occasional in- 
stances, the patient will respond better with 
4cc. than with 2, and with 8 cc, than with 4. 

Vistror: I have had an unusual experience 
with Aldactone® which I would like to relate. 
During the patient’s first course of Aldactone 
and Mercuhydrin, she lost sixteen pounds in 
one week. In the second and third courses, the 
weight loss progressively decreased. Recently, 
after the lapse of some months, she had a 
fourth trial, and her responsiveness returned. 
Is resistance built up to the spirolactones? 

Dr. Kwit: I don’t know. Do you have any 
information on this subject, Dr. Golfinos? 

Dr. GOLFINos: To the best of my knowl- 
edge, the development of resistance and tachy- 
phylaxis does not occur with any of the steroid 
compounds. A few doubtful cases of allergic 
reactions to steroids have been reported, but 
that is all. ACTH, of course, can cause allergic 
reactions, and even anaphylaxis. 

Dr. Kwit: Are there any other comments 
or questions? 

Dr. GOLFINos: I would like to comment on 
Dr. Schoenfeld’s suggestion that digitalis may 
behave like the other steroids in enhancing the 
effect of Mercuhydrin. Dr. Pitts and his group 
at Cornell injected digitalis directly into the 
renal artery of dogs and showed that the drug 
exerted a tremendous diuretic action directly 
on the kidney. 
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Dr. SCHOENFELD: Yes. Dr. Kupfer, at the 
Mt. Sinai Hospital, has performed similar ex- 
periments, and, in the one I witnessed, the 
results were truly impressive. 

Dr. MEHTA: The doses used in these ex- 
periments, however, were huge, and if given 
by mouth to humans would undoubtedly prove 
lethal. This, then, is a pharmacologic and not 
a therapeutic effect of digitalis. 

Dr. GoLFinos: I agree. In therapeutic 
doses, the action of digitalis is confined to the 
heart. By improving the state of cardiac com- 
pensation it promotes renal blood flow, and in 
this way causes diuresis. 

Dr. Kwit: Have you anything to add, Dr. 
Schoenfeld? 

Dr. SCHOENFELD: I was very interested to 
hear Dr. Mehta’s statement that ammonium 
chloride acidosis was a cause of intractable 
heart failure. I presume he was referring to 
severe intoxication, for both mild acidosis and 
am adequate chloruresis tend to enhance the 
action of mercurials. It used to be the teach- 
ing that Mercuhydrin was never given without 
prior ammonium chloride priming. Gradually, 
however, this therapeutic axiom fell into dis- 
favor because of the problems created by am- 
monium chloride administration. If given in 
nacent form, ammonium chloride causes severe 
vomiting and is quite intolerable. Enteric- 
coated pills are more acceptable, but nausea 
and vomiting are still a problem, and frequently 
the pills fail to be absorbed, but rather are 
passed out intact in the stool. Moreover, 
the patients who need the drug the most— 
those in severe congestive heart failure—are 
the very ones with large congested livers and 
decreased hepatic detoxifying capacity, and in 
some of these patients the administration of 
ammonium chloride creates the hazard of pre- 
cipitating ammonia toxicity. The intravenous 
injection of ammonium chloride is even more 
treacherous. Both calcium chloride and potas- 
sium chloride are also irritating to the gut, 
and, in addition, present unique problems of 
their own. The use of chloruretic acidifying 
adjuvants for mercurial diuresis thus fell into 
disrepute. However, in the past two years or 
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so, there has been a reawakening of interest 
in these agents. Both lysine and arginine hy- 
drochloride have been tried, orally and paren- 
terally, and the results have usually been quite 
gratifying. The lysine and arginine moieties 
themselves are largely inert as far as diuresis 
is concerned; they serve mainly as vehicles for 
carrying the hydrochloride radical. These sub- 
stances are well absorbed from the intestine, 
and produce little if any gastrointestinal intol- 
erance. Apparently, lysine participates only 
slowly in the ammonia pool and arginine may 
even aid in ammonia detoxication. The danger 
of ammonia toxicity, then, would seem to be 
substantially less than with ammonium chloride. 
At any rate, these drugs tend to produce a 
slight acidosis, and a potent chloruresis. Urin- 
ary chlorides may rise from almost zero to 
above sixty and often above one hundred milli- 
equivalents per liter in just two or three days, 
and many of the patients thereupon lose their 
“refractoriness” to mercurials. I recall one 
patient in particular who had a most impressive 
response with lysine hydrochloride. She was 
a longstanding rheumatic with multivalvular 
disease, and, despite all of the conventional 
measures of treatment, she was sinking into 
progressive congestive heart failure even at 
bed rest. When lysine hydrochloride was added 
to the regimen, she became ambulatory and 
maintained a fixed weight over a period of 
many months. 

Dr. GOLFINOS: Yes, both acidosis and 
chloruresis are generally beneficial in achieving 
a good diuresis with mercurials. However, if 
one uses a diuretic like Diamox® which itself 
causes hyperchloremia and acidosis, ammonium 
chloride is not needed, and, in fact, may prove 
poisonous. 

Dr. Menta: I would like to ask Dr. Schoen- 
feld what he thinks of the role of osmoreceptors 
in the antidiuretic kickback following a mer- 
curial diuresis. 

Dr. SCHOENFELD: While it is only a guess, 
I don’t feel that osmoreceptors are involved, 
As you know, there is a tendency in congestive 
heart failure to have water retention over and 
above sodium retention—a tendency toward a 
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dilutional hyponatremia. Mercuhydrin, in con- 
trast to chlorothiazide, causes a free water loss 
over and above the sodium excreted. There- 
fore, Mercuhydrin tends to restore the normal 
sodium concentrations in the extracellular fluid 
and would not tend to activate an osmoreceptor 
system. If anything, a volume receptor system 
would be involved. It appears to me that the 
antidiuretic rebound following a diuresis re- 
sembles that following a hemorrhage or a burn, 
and I would presume a similar mechanism is 
involved in each of these cases. 

Dr. MEHTA: Our experiences with the 
spirolactones, when used alone without diu- 
retics, were generally unsatisfactory. Has any- 
one had any other experience with these drugs? 

Dr. SCHOENFELD: I have had a limited ex- 
perience with Aldactone. We attempted some 
studies with this drug concurrently with our 
lysine experiments. However, our initial trials 
gave such unsatisfactory results that the Resi- 
dent staff soon lost heart and refused to allow 
testing of the drug on other patients. Therefore, 
we were unable to collect enough data to make 
any definite statements. 

Dr. MenTA: I would like to comment on 
this factor of Resident acceptance. In an ex- 
periment in Bombay, we wanted to compare 
two medications—one containing a standard 
drug and the other a new test drug. We too 
had to obtain the cooperation of the resident 
physicians on the ward. I outlined my plan 
to them and obtained their consent. Without 
their knowledge, however, I made one minor 
change in the protocol — I interchanged the 
standard and the test drug—and they threw 
the standard drug away! 

Dr. Kwit: Thank you, gentlemen. Unfor- 
tunately, our time has run out and the confer- 
ence will have to be brought to an end. I 
want to thank you all for your contributions 
to today’s discussion. 

Acknowledgement: The Editor wishes to ex- 
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M.. people consult physicians 
because of pain than because of any other 
stimulus. There are various kinds of pain 
caused by different types of perianal, anal, and 
rectal lesions. Physical pains are of two dis- 
tinct types: cutaneous or superficial, and vis- 
ceral or deep. The former seems to exert an 
exhilarating effect, inciting the subject to fight 
or flee; it usually can be localized fairly well. 
The latter is of a dull aching quality, induces 
depression and inactivity, and is generally 
poorly localized. 

Interpretation of pain on the part of the 
patient is dependent on three things: 1) the 
degree of stimulus causing it, 2) the type of 
tissue which receives the stimulus, and 3) the 
patient’s threshold for the perception of pain. 
Tissues such as cornea, skin, etc., are of ecto- 
dermal origin and contain a large supply of 
pain-registering nerve endings. Muscles, ten- 
dons, and ligaments are of mesodermal origin 
and have pain-registering nerve endings which 
are greatly influenced by ischemia. The tissues 
of the gastrointestinal tract, kidneys, gall blad- 
der, etc., are of endodermal origin and have 
nerve endings which most likely transmit pain 
through the sympathetic nervous system. This 
may involve the mechanism of referred pain. 

Two components comprise the sensation of 
pain. These are perception of pain and re- 
action to pain. Perception of pain is a purely 
physiologic mechanism and depends on the 
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intactness of nerve connections and conduction 
pathways. On the other hand, reaction to pain 
is basically psychogenic, is highly individual, 
and is modified by complex functions. The 
threshold for perception of pain is remarkably 
constant and similar in healthy human beings. 
In contrast, reaction to pain varies between 
wide limits in different people and may vary 
considerably in the same person. Even though 
their thresholds for the perception of pain may 
be the same, the tense, sensitive person ex- 
periences more pain than the placid individual. 

Anorectal pain may be classified under either 
perianal and anal conditions or rectal condi- 
tions. Rectal mucosa is not sensitive to pain; 
perianal and anal skin are sensitive. 

The passage of feces rarely affects the pain 
caused by lesions in the skin of the perianal 
zone inds =:*ent of the anus. Pain in the anus 
is affected», ‘2fecation. Lesions extending into 
the anus us uy cause spasm of the sphincter 
muscles, which may initiate or increase the 
pain. 

Diarrhea, the frequent use of ointment, and 
the ingestion of antibiotics, causing mild inflam- 
mation of the perianal skin, will also cause a 
burning discomfort frequently with itching. 

Occasionally, secondary lesions of syphilis, 
chancroid gonorrheal infections, and certain 
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diseases of the nervous system, such as mul- 
tiple sclerosis and spinal cord tumor, will cause 
“soreness” or “burning” of the anorectal re- 
gion. Cryptitis has been overrated as a cause 
of this symptom. 

An anal fissure causes pain that is lancinat- 
ing, cutting, or intermittent, starts or increases 
during defecation, and continues for a few 
minutes to an hour. Tears and abrasions of 
the perianal skin may cause less severe, sharp, 
cutting pain. Anal ulcerations associated with 
regional enteritis, anorectal cancer, or chronic 
ulcerative colitis may bring about an inter- 
mittent, lancinating pain which increases dur- 
ing defecation. If a thorough history is elicited 
and a complete physical examination, including 
sigmoidoscopy, is performed, these conditions 
will not often be confused with an anal fissure. 

An ischioanal abscess with a fistula in ano 
produces a constant throbbing or aching pain. 
A pilonidal abscess that points in the perianal 
region or a large furuncle should be consid- 
ered when making a diagnosis. The pain created 
by an abscess varies with its depth and the 
pressure in the overlying skin. The character 
of the pain is influenced by the age and size 
of the abscess and by its proximity to the 
sphincter muscles and skin. 

Hypertrophied anal papillae, internal hem- 
orrhoids, and polypoid lesions which protrude 
through the anus only during defecation may 
produce little or no pain. However, if they 
remain prolapsed, a constant, severe throbbing 
or aching pain increased by defecation may 
result, accompanied by edema, erosion, gan- 
grene, or thrombosis. The sudden dull, aching 
pain of a thrombosed external hemorrhoid is 
easily recognized. The size of the thrombosed 
external hemorrhoid is easily recognized. The 
size of the thrombosis, the amount of pressure 
in the overlying skin, and the proximity of the 
hemorrhoid to the sphincter muscles influence 
the intensity of this pain. Uncomplicated in- 
ternal or external hemorrhoids create little dis- 
comfort, and the physician should be slow to 
attribute pain in the anorectal area to hemor- 
rhoids alone. 

Unless lesions of the rectum involve the 
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anus and are sufficiently extensive to cause 
pressure or produce spasm of the anorectal 
musculature, they do not cause pain. Cancer 
of the rectum may be too far advanced for 
successful treatment before it causes pain. One 
should not rely on pain to make a diagnosis of 
cancer. 

Inflammation of the rectal mucosa, as seen 
in proctitis associated with chronic ulcerative 
colitis, bacillary dysentery, amebiasis, or tuber- 
culosis, may cause spasm of the rectal muscu- 
lature or tenesmus. The tenesmus may vary 
from a mild to an intense and constant desire 
to evacuate the rectum due to spasm of the 
circular muscles of the lower bowel. Frequency 
or looseness of stools also aid in the diagnosis 
of these conditions. In the same manner, 
foreign bodies in the rectum, impacted feces, 
and rectal neoplasm, particularly if extensive, 
may cause painful spasm of the intrinsic mus- 
culature of the rectum and tenesmus. Spasm 
of the intrinsic musculature of the rectum, 
causing a painful, ineffectual effort to evacuate 
the rectum, may occur when the mucosa is 
sufficiently inflamed in lymphopathia venereum 
or benign rectal stricture. Occasionally, diver- 
ticulitis produces a painful rectal spasm. Pain- 
ful spasm and tenesmus, so intense as to cause 
severe prostration and lasting from one to 
fifteen minutes, may be created by extrarectal 
malignant lesions that have extensively invaded 
the rectal wall. In Proctalgia Fugax, there are 
various opinions as to whether the site of spasm 
is in the rectosigmoid, internal sphincter, or 
rectum. One opinion is that it is an intussus- 
ception of the sigmoid through the rectosigmoid 
junction into the rectum. Most often, the con- 
dition is found in tension states and it seems 
to have a trigger mechanism. 

Severe and most persistent rectal pain which 
is difficult for the patient to locate is occasion- 
ally produced by tabes dorsalis and tumors of 
the spinal cord. Neurologic findings and com- 
plement fixation tests will aid in the differential 
diagnosis. 

A vague or a severe pain, unable to be 
located accurately by the patient, may be 
caused by conditions which produce an increase 


MEDICAL TIMES 


: 
{ 
§ 
if 
9 


in size of the prostate gland or the seminal 
vesicles, perirectal abscesses, presacral tumors, 
endometriosis, benign and malignant tumors in 
the perirectal spaces, or inflammatory or malig- 
nant processes in the pelvis. The person may 
feel as if this pain were in the rectum. He 
may be able to locate a sensation of burning 
or pressure or an aching discomfort high in 
the rectum. The examiner must be alert for 
extrarectal conditions which may cause these 
symptoms. 

The “Thiele syndrome” is characterized by 
tenderness and pain in the adjacent muscles 
and soft tissues of the posterior rectal region, 
or in the area of the lower portion of the 
sacrum and coccyx. The pain is most likely 
produced by a tonic spasm of the levator ani 
and coccygeus muscles. Pain in the hip and 
leg may be due to pressure on the sciatic nerve 
if the piriformis muscle is involved. This con- 
dition frequently occurs after prolonged sitting 
or riding in an automobile and is not accen- 
tuated by defecation. This occurs more com- 
monly in women than in men. A thorough 
search should be made for foci of infection: 
in men, in the posterior urethra, prostate gland, 
rectum, anus, and seminal vesicles; and in 
women, in the urethra, rectum, anus, bladder, 
and vagina. 

The excessive use of enemas (especially with 
soapsuds or hydrogen peroxide ), injection treat- 
ment of hemorrhoids, application of radium to 
the cervix with subsequent radiation proctitis, 
incomplete evacuation of fecal impactions, and 
scars resulting from rectal surgery are other 
possible causes of the complaints of discom- 
fort, vague pain, or a feeling of pressure in 
the rectum. 

The diagnosis of neurosis should be con- 
sidered only after all other possible causes of 
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rectal pain have been rejected by complete 
examinations. 

Many persons modestly hesitate to express 
complaints concerning the rectum, and the doc- 
tor sometimes fails to ask questions about this 
area. Careful questioning at times leads to the 
discovery of a condition more serious than the 
one which brought the patient to the doctor. 
The character of the pain, its precise location, 
manner of onset, length of time present, rela- 
tionship to defecation, and whether or not it 
causes insomnia or awakens the patient from 
sleep should be learned. Also, the patient’s 
threshold of pain and reaction to pain may be 
estimated. 

Every physical examination should include a 
rectal examination. A complete examination 
of the lower bowel is best. This should include 
an inspection of the perianal skin, perineum, 
buttocks and back, digital examination with 
palpation between the thumb and finger of all 
structures adjacent to the anal canal and rectum, 
and sigmoidoscopic (not just an anoscopic) 
examination. In many cases, a barium enema 
with an air-contrast study is required. A phy- 
sician should seek the opinions of other special- 
ists, and should not hesitate to repeat the rectal 
examination before diagnosing “neurosis.” It 
is quite possible to miss a small abscess which 
is causing rectal pain on the first examination. 
The administration of an anesthetic before ex- 
amination may be necessary if the anus is 
extremely tender, spastic, or contracted or if 
the patient is of a highly sensitive nature. The 
importance of early diagnosis and treatment of 
cancer of the rectum or adjacent structures 
demands a thorough rectal examination in all 
cases. 
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THE TREATMENT OF INFLAMMATION AND EDEMA 


Buccal Use of Alpha Amylase 


The clinical experience with the buccal use of alpha 


amylase in the treatment of inflammation and edema 
is reported. Alpha amylase is an effective antiinflam- 
matory drug. The efficacy of alpha amylase used in 
this manner indicates that current concepts of the 
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Se is thought to be 
characterized by the polymerization of mole- 
cules of protein and their deposition in the 
tissues with ensuing impairment of the blood 
supply, venous drainage, and lymphatic drain- 
age of the involved area. Fibrin is the macro- 
molecular protein usually considered to be the 
chief offender in producing the obstruction 
although other proteins may participate in this 
process. It was logical, therefore, that proteo- 
lytic enzymes should come into use in the treat- 
ment of inflammatory states.** The success of 
these enzymes in the treatment of inflamma- 
tion bolstered the assumption that proteins 
were the culpable agents. 

The idea that this explanation of the resolu- 
tion of inflammation was not complete was 
indicated by the clinical results following the 


1206 


regression of inflammation are not complete. 


use of oxyphenbutazone,’ Contergan-268,* and 
chlorbenzoxamine* which did not cause prote- 
olysis. It followed that drugs need not neces- 
sarily be proteolytic to be useful antiinflamma- 
tory agents. Alpha amylase was investigated 
on the basis that some abnormality of the 
metabolism of carbohydrates might be a part 
of inflammation. 

Amylases are enzymes which hydrolyze the 
1-4 glucosidic bonds of polysaccharides."’ 
Alpha amylase attacks these bonds of the poly- 
saccharides in a random manner while beta 
amylase is limited to hydrolysis of the penulti- 
mate bond remote from the hemiacetal end of 
the polysaccharide chain. 

The medical literature is replete with refer- 
ences to the use of amylases as digestants but 
the use of alpha amylase as an antiinflamma- 
tory agent is a new idea. An explanation for 
this antiinflammatory action is not known. An 
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animal study, however, suggested intriguing 
possibilities.° In rabbits, trypan blue given 
intravenously promptly stained the area of 
injury. The time required for the appearance 
of the stain at the site was used an an index 
of permeability of the capillaries. Rabbits to 
which alpha amylase was administered buccally 
showed a prolonged time of staining which was 
interpreted to indicate a decrease in perme- 
ability of the capillaries. Since an increase in 
permeability of the capillaries is associated with 
inflammation, control of this factor by alpha 
amylase may be significant in antiinflammatory 
treatment. 

Alpha amylase was provided in buccal tab- 
lets containing 10 mgms., or 20 mgms. of the 
enzyme. The tablets were placed under the 
tongue of the patient and permitted to dis- 
solve. The patients were cautioned not to 
swallow, or expectorate, during the period the 
enzyme was in the mouth. The tablets usually 
dissolved within five minutes. 

Twenty-three patients with inflammation 
and/or edema were given a dose of 10 mgms. 
of alpha amylase* buccally every twelve hours 
for three days, or longer, if their clinical con- 
dition demanded it (Table 1). In addition, 
two patients who were given the drug prophy- 
lactically to prevent the edema associated with 
some operations had an excellent result be- 
cause edema was not seen. 

In this group of twenty-three patients, the 
results were only fair because only nine of 
the patients were classified as having “excellent” 
or “good” results. It was apparent that, if 
alpha amylase had any virtue in the treatment 
of inflammation or edema, the dose must be 
increased to obtain a beneficial result. The 
series served as a convenient baseline, how- 
ever, again which to compare experience at a 
large dose. 

Twenty-one patients with inflammation and/ 
or edema were given 20 mgms. of alpha amy- 
lase buccally every twelve hours for three days, 


*The alpha amylase was supplied by the Rystan Com- 
pany, Mount Vernon, New York and the Breon Labora- 
tories, Incorporated, New York City, New York. 
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TABLE 1 RESULTS OF TREATMENT WITH ALPHA 


AMYLASE (10 MGMS.) 


Condition No. of Excel- 
Treated Patients lent Good Fair Poor 


CELLULITIS 18 6 2 2 8 
EDEMA 1 
THROMBOPHLEBITIS 4 


1 0 0 0 
0 0 4 0 
TOTALS 23 7 2 6 8 


TABLE 2 RESULTS OF TREATMENT WITH ALPHA 
AMYLASE (20 MGMS.) 

Condition No. of Excel- 

Treated Patients lent Good Fair Poor 
CELLULITIS 13 7 5 0 1 
EDEMA 1 1 
THROMBOPHLEBITIS 7 5 

TOTALS 21 13 


0 0 0 
2 0 0 
7 0 1 


or longer, if their clinical condition demanded 
it (Table 2). In addition, one patient who 
was given the drug prophylactically to prevent 
the edema usually associated with an opera- 
tion had an excellent result because edema was 
not seen. 

In this group of twenty-one patients, the 
results were markedly superior since, appar- 
ently, enough drug had been given to achieve 
the desired results. Control of the inflamma- 
tion was classified as “excellent” or “good” in 
twenty of the twenty-one patients. 

Irritation of the buccal mucosa was not seen 
in any of the forty-seven patients to whom 
alpha amylase was administered. Other side 
effects were not found. 


Comment 


In the past years, it has been possible to 
assay Clinically a number of antiinflammatory 
agents.** The same procedures and the same 
criteria for therapeutic efficacy were used in 
this series. 

In the present instance, an opportunity to 
provide a control existed which had not been 
present previously. The dose chosen for the 
first series was at such a level that therapeutic 
effects were not discernible by the criteria 
which had been established by long usage. An 
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increased dose in the second series produced 
definite therapeutic effects by the same criteria. 
Since in each series a medication was given 
from which therapeutic results might be ob- 
tained, bias did not exist. This lack of bias 
maintained the same attitude in the patients. 
In this sense, this method had the virtues of a 
double-blind study which the use of a placebo 
is felt to provide. 

It is worth considering whether this method 
is a good alternative to the double-blind pro- 
cedure in which considerable credence has been 


The alpha amylase used in this preparation 
is produced by a bacterium which is not patho- 
genic and is in the class of the Bacillus sub- 
tilis.° The enzyme closely resembles the amy- 
lase which is the principal enzyme of human 
saliva. Optimal activity is obtained from both 
enzymes at about the same pH and tempera- 
ture. 


Buccal alpha amylase differs from buccal 
proteolytic agents in that it apparently is free 
of local irritating effects. Although therapeutic 
results with alpha amylase and the proteases 
appear to be the same, it is difficult to believe 
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Conclusion 
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MEDICAL CONFERENCE 


GLOMERULONEPHRITIS 


A. G. (Male) Age 13 
Dr. Glotzer 
Dr. Stifelman 


D. Lonc: This morning, we 
will start with A. G., a 13-year-old Puerto 
Rican boy from Ward A-52, whose case record 
will be presented by Dr. Stifelman: 

Dr. STIFELMAN: Two weeks prior to 
admission, the patient had a sore throat and 
cough. He was not seen by a physician at 
that time and did not receive any antibiotics. 
Within a few days, the sore throat and cough 
subsided. Three days prior to admission, the 
patient noted a tightness in his chest, and a 
dull aching pain in the lower part of his back. 
The next day, each time he urinated, he noted 
that his urine had a reddish color. One day 
prior to admission, his face began to swell, 
especially about the eyes. He was seen by a 
private physician on the day of admission, 
who immediately sent him to the hospital. 

His past history, is unremarkable except for 
measles at an early age and an ear infection 
six months prior to admission. His family 
history—his father has tuberculosis, but does 
not live at home with the family. 

On physical examination, this boy’s blood 
pressure was 150/90, his pulse 104, respira- 
tions 24 and his temperature was 101.4. He 


(VOL. 89, NO. 11) NOVEMBER 1961 


had puffiness of the face, especially about the 
eyes. His fundi showed no hemorrhages, exu- 
dates or papilledema and his vessels were of 
good calibre. His neck was supple and he 
had no venous distention. He had inspiratory 
and expiratory rhonchi over both lower lung 
fields posteriorly which cleared with deep 
cough. His heart had a regular sinus rhythm, 
was not clinically enlarged, and a grade I to 
II systolic murmur was noted at the apex and 
in the pulmonic region. His P2 was rather 
loud and much greater than A2. His abdo- 
men was soft. He had mild bilateral CVA 
tenderness and no peripheral edema. 

On admission, his laboratory workup showed 
a hemoglobin of 10, a white count that was 
elevated, his sedimentation rate was 19 cor- 
rected. He has a normal differential white 
blood cell count. His urine was yellow and 
clear. It had a 3 plus albumin with about three 
white cells and five red cells with an occa- 
sional hyaline cast per HPF. 

His course in the hospital—During the first 
twenty-four hours in the hospital, the patient's 
systolic pressure ranged from 144 to 174 and 
his diastolic from 90 to 110. By eight hours 
after admission, he had only put out 150 cc. 
of urine. For this reason, he was given a slow 
intravenous drip of 1000 cc. 5% glucose in 
water. Approximately twenty-four hours after 
admission, his blood pressure was 165/110. 
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He was very lethargic and tachypneic and had 
a persistent tachycardia. He was immediately 
given 0.3 mgm. of Serpasil® intramuscularly 
and 742 mgms. of Apresoline® intramuscularly. 
Three hours later, his blood pressure showed 
a general fall. About twenty-seven hours after 
admission, his blood pressure had fallen to 
about 120/70. He was, however, still rather 
lethargic with rapid respirations and a rapid 
pulse. One hour later, a venous pressure was 
done and this was 250 cc. of saline. His lungs 
were clear on auscultation. Digitoxin, 0.6 
mgm., was then given by the intramuscular 
route. 

On the morning of the 16th, about thirty- 
six hours after admission, the patient had 
a total twenty-four urinary output of 450 
cc. with a specific gravity of 1.020. The albu- 
min was 1 plus. There was no gross hema- 
turia. He remained normotensive throughout 
the entire twenty-four-hour period following 
the use of antihypertensives, requiring only one 
more injection of 742 mgms. of Apresoline 
when, at one point, his blood pressure was 
reported at 140/90. 

During the second twenty-four-hour period, 
he also received two injections of 0.2 mgm. 
digitoxin intramuscularly. On the morning of 
March 17, approximately fifty-six hours after 
admission, he had a twenty-four-hour urinary 
output of 1000 cc. The specific gravity was 
1.010 and there was a trace of albumin. At 
this time, he appeared much more alert and 
responsive. His urinary output continued ade- 
quate thereafter and he remained normoten- 
sive. He had been getting procaine penicillin 
600,000 units twice a day since admission and 
this was continued. On the morning of March 
17th, he was also given an additional 0.2 
mgm. digitoxin intramuscularly for a total dose 
of 1.2 mgms. over a period of about thirty to 
thirty-four hours. Shortly thereafter, he was 
noted to have a bradycardia. The digitoxin 
was stopped. 

Over the next three weeks in the hospital, 
periodic urine microscopic examinations 
showed only occasional white cells, red cells, 
with occasional hyaline casts. He made a rapid 
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recovery and was discharged on April 4th, 
about three weeks after his admission. 

I mentioned before that his electrocardio- 
grams were essentially negative. However, the 
last three, taken the 17, 18 and 19th of March, 
showed a bradycardia. On the 14th, a nose 
culture showed Beta-hemolytic streptococci; a 
blood culture was negative. On the 17th of 
March, his antistreptolysin 0 titre was 625 
Todd units and his C-reacting protein test was 
4 plus. 

This graph shows that, on admission, his 
BUN was 40, the next day it rose to 49. 
Within about six days following his admission, 
his BUN fell to normal levels and remained 
so. 

Dr. LonG: Thank you very much, Dr. 
Stifelman. That was a nice presentation and 
the discussion will be continued by Dr. Glot- 
zer. First, we'll have the films. 

X-Ray REpPorRT: The initial chest x-ray 
taken on March 18th: It showed an increase 
in the transverse diameter of the cardiac 
shadow, indicating the generalized enlargement 
of the heart and there was also some increase 
in the bronchovascular markings bilaterally, 
indicating some pulmonary congestion. 

The repeat x-ray film taken on the 24th 
showed a slight decrease in the size of the 
heart, as compared to the earlier film, and 
an increase in the prominence of the broncho- 
vascular markings. This second film showed 
there had been some improvement in the car- 
diac status. 

Dr. LonG: Thank you. 

Dr. GLoTZER: The major interest in this 
patient from our standpoint was the relative 
infrequency with which we see instances of 
acute glomerulonephritis, particularly on the 
adult wards of King County. We were inter- 
ested in watching the progress of it because 
l can’t remember having seen one on the adult 
wards in the past few years. 

This patient showed most of the important 
aspects of an acute glomerulonephritis from 
the standpoint of its origin, the initial infec- 
tion, the complicating factors and the dangers 
which appear and, of course, the recovery. I 
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should like to make several of these points 
more emphatic. 

In the first place, with regard to etiology, 
the general consensus today is that there is a 
nephrogenic type of Beta hemolytic strepto- 
coccus, group A, usually of type 12, which 
is involved in most of these cases, although 


' there have been case-reports where it was not 


found. On the whole, though, in those cases 
where there is no streptococcal infection, as 
indicated by no elevation in the titre of either 
antistreptolysin or antihyaluronidase, these pa- 
tients rarely develop edema or hypertension, 
they rarely develop a marked impairment of 
renal function, and, on renal biopsy, there is 
much less damage, and, of course, recovery 
is much faster. So that, in the main, we can 
consider that most of these instances of ne- 
phritis are due to a type 12 infection. Types 
4 and 25, I believe, have been found in a 
lesser degree. Other organisms have been 
implicated, the streptococcus viridans which 
gives you more of a focal type of glomerulone- 
phritis, although a generalized type has been 
reported in subacute bacterial endocarditis. Of 
course, in pneumonia, pneumococcal nephritis 
has been described. 

The question of clinical diagnosis, then, is 
made by getting a history of a previous pharyn- 
gitis or tonsillitis caused by the streptococcus, 
followed in a variable period of time—usually 
from five to fifteen days—by the acute ne- 
phritis. It is not quite as constant a sequence 
as one would find in acute rheumatic fever, 
but if one were to do microscopic examinations 
of the urine in all cases of streptococcus infec- 
tions of the throat, it is possible that a diag- 
nosis might be made extremely early by the 
finding of a microscopic hematuria. This has 
been demonstrated in a survey of an epidemic 
streptococcus infection with acute nephritis in 
an Army camp, not too long ago. The diag- 
nosis would depend then on the appearance 
of a tonsillitis or pharyngitis followed by an 
elevation of the titre of ASO (antistreptolysin 
QO) or the antihyaluronidase factor followed by 
microscopic or gross hematuria with elements 
in the urine such as albumin and cases, but 
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the appearance of red cell casts is fairly diag- 
nostic of an acute glomerulonephritis. 

The dangers which may occur during the 
course of nephritis are, in general, two. One 
is the possible development of a hypertensive 
encephalopathy, of which this patient showed 
some of the features. However, the beginning 
encephalopathy responded fairly promptly to 
therapy. This is an interesting factor since it 
represents a form of treatment which, for a 
long time, was not available for the control of 
the hypertension in these patients. I believe 
that the bradycardia which he developed sub- 
sequently may have been due to the Serpasil 
which was used or to the Apresoline. 

The second possible difficulty which one 
may have to face, is cardiac failure. The ac- 
tual cause of a cardiac failure in the course 
of acute nephritis is not well understood. The 
pulmonary lesion which one sees, which is de- 
scribed as uremic, gives the ground glass ap- 
pearance in the central portion of the lung. 
This is believed to be due to pulmonary edema. 
It is not the same as the ordinary pulmonary 
edema, in that the alveoli are filled with an 
edema fluid which contains red ceils and fibrin 
and coagulates quite easily, so that it has a 
high fibrinogen content, which makes it some- 
what different from the ordinary edema fluid. 

As to the prognosis in these patients, there 
is a very low immediate case-fatality rate, and, 
as a rule, there is a low rate of chronicity at 
this age. Those patients who do develop 
chronic glomerulonephritis, probably have 
been subjected to more than one acute infec- 
tion or have had a persistence of infection 
which has gone on for a much longer time 
than one would anticipate. 

In the prevention of acute glomerulone- 
phritis, the question of penicillin therapy, of 
course, always comes up. If it is given in the 
early phases of an acute infection in the throat 
and prior to the development of acute glo- 
merulonephritis, I would suspect that there 
would be a prevention of the disease in some 
instances. However, given after the develop- 
ment of symptoms or signs, it has had very 
little effect in changing the course of the dis- 
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ease. Gamma globulin has been tried; it has 
been unsuccessful and, some feel that instead 
of improving the condition, it makes it worse, 
as hematuria has been noted to increase fol- 
lowing the use of gamma globulin. 

Treatment, then, is extremely limited since 
most of these patients will recover. The points 
to watch for are the appearance of a hyper- 
tensive encephalopathy and the appearance of 
cardiac failure, both of which should be treated 
as they would be treated in any other condi- 
tion, such as was demonstrated in this patient. 
Limitation of protein has not been of significant 
value, but the restriction of salt, rest, mainte- 
nance of an adequate fluid balance and, of 
course, the use of drugs to lessen the hyper- 
tension, and digitalis are most important. 

The final point which, I think, should be 
made and which always comes up when a 
patient such as this boy is seen is whether it 
is an acute glomerulonephritis or an acute 
exacerbation of a chronic glomerulonephritis. 
That differentiation can be made if there has 
been a history of a previous attack, if there 
has been a previous episode of edema and if 
you find chronic retinal changes. This patient 
had none. Also, the early appearance of the 
nephrotic syndrome would be in favor of a 
chronic glomerulonephritis with acute exacer- 
bation. 

Dr. LONG: 
Glotzer. 

I am reminded, at this point, about the fact 
that, I think Dr. Longcope’s studies in Balti- 
more over a period of almost twenty-five years 
and which, unfortunately, were never finally 
written up, showed that there are, interest- 
ingly enough, two kinds of what we will call 
acute glomerulonephritis, one type following 
acute streptococcal infection as we have seen 
this morning in this 13-year-old boy. Acute 
glomerulonephritis differs from rheumatic fever 
in that the streptococcal infection, followed by 
nephritis, may occur anywhere. It can follow 
an impetigo, it can follow a streptococcal sore 
throat, it has been seen to occur when there 
was a streptococcal pneumonia and in a num- 
ber of other types of hemolytic streptococcal 


Thank you very much, Dr. 
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infections. This type has a very good prog- 
nosis, if the patient is under the age of puberty. 
I think between Dr. Harriet Guild’s and Dr. 
Longcope’s figures one came to the conclusion 
that about nine out of ten children would get 
completely well in varying periods of time, 
and that once well, the child seemed to be 
immune from having a second attack of acute 
glomerulonephritis. 

Then, there is the second group which Dr. 
Longcope referred to as acute glomerulone- 
phritis with an insidious onset. A number of 
you have heard me talk about this patient be- 
fore—The North Carolina coed who went to 
a house party at Duke one football weekend 
and had a wonderful time, except when she 
got up Sunday morning about noon, having 
danced most of the night, she noticed that her 
face looked puffy—and it was puffy. She came 
into the Johns Hopkins Hospital with glome- 
rulonephritis. There was no history of a pre- 
vious infection of any type. These patients 
may go on for many years. One of my very 
good friends in Baltimore, a physician, has 
had this type of nephritis for many years. If 
he were here talking to you, you would think 
him to be perfectly well and as healthy as 
anyone here. Still, he has had, I know, for at 
least twenty-six years, some kind of formed 
elements in his urine almost all the time, and 
albumin as well. 

It was Dr. Longcope’s belief that you never 
got over this type of nephritis, and that you 
eventually died a death in uremia. I would 
feel, differing from Dr. Goltzer a little bit, 
that the use of penicillin, and I know of the 
sulfonamides, has hastened the recovery of 
these people with nephritis. I’m sure that must 
be true because it was shown very definitely 
and, I think, Dr. Longcope did publish this 
particular work on the use of sulfanilamide, 
which is the only sulfonamide I would recom- 
mend one use in acute glomerulonephritis. 
Following the prolonged administration of it, 
these people have their urines come back to 
normal at a rate which Dr. Longcope thought 
was definitely quicker than in people in his 
control series. 
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I might point out that Dr. Longcope’s stud- 
ies also showed this interesting thing; that most 
of these patients take about a year to get well, 
or sometimes longer, if you use as the criteria 
of cure three normal Addis tests done at 
monthly intervals. I became convinced, over 
the years during which I worked with Dr. 
Longcope, that his criteria of cure were really 
the ones which I would desire be used if I had 
nephritis, because we never saw anyone have 
a recurrence of nephritis who had had three 
normal Addis tests. I might also say that a 
number of these patients first went into what 
Dr. Longcope called the latent phase. They 
may be in the latent phase without hyperten- 
sion and have nothing except occasionally a 
little bit of albumin, a few formed elements in 
the urine, or an abnormal Addis test. A patient 
may be in this phase for a number of years 
before he either relapses and goes into the 
stage of chronic nephritis, or gets well. I re- 
member one woman who was in the latent 
phase for almost four years before she began 
to show consistently normal Addis tests. She 
is healthy and well, and is an employee of the 
Johns Hopkins Hospital where I happened to 
see her in the hall last Saturday morning. 

In adults, in Dr. Longcope’s group, about 
eight out of ten people got well from the type 
of nephritis which follows hemolytic strepto- 
coccal infections. 


We have seen a number of these patients 
with acute glomerulonephritis on the Second 
Medical Division, but I can’t help but feel 
that we are seeing much less than we did be- 
fore World War II. I don’t know just why 
this is. People are inclined to believe it’s be- 
cause everytime one gets a sore throat one is 
given an injection of penicillin. But I have a 
suspicion that we are in a phase, just about at 
the bottom of a trough, of the enormous curve 
of streptococcal infection which has its peak 
between 1870 and 1880. I won’t say that 
there has been a change in the virulency of 
these organisms, but there has been a change 
in the pattern of streptococcal infection, and | 
think in the next several decades we may well 
see again another change in the virulency of 
scarlet fever and certain other types of Beta 
hemolytic streptococcal infections. Within the 
past three months, I’ve seen in this hospital the 
first instance of erysipelas which I have seen 
since World War II. I don’t know whether 
Dr. Glotzer trained here in Kings County, but 
did you have a ward just for erysipelas? 

Dr. GLOTZER: As a matter of fact we had 
about twenty beds set aside at the time. 

Dr. LonG: Well, that was the way it was 
at the Boston City Hospital when I was an 
interne. We had a whole area set aside on 
ward “K” and there were always twenty to 
thirty patients who had erysipelas in this area. 


CLINI-CLIPPING 
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Fracture Reduction 


1. Screws 


2. Screws and plate 
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a situation arises 
when a surgeon finds himself in a dilemma 
trying to determine if he is dealing with malig- 
nancy or not. The tendency to inflict upon a 
patient a diagnosis of “a small touch of cancer,” 
either by inference or otherwise, is to be de- 
plored. The impact upon the emotions of the 
patient and the dilemma which it creates leads 
to a considerable amount of resentment on 
the part of the patient and his family. In addi- 
tion, an economic loss is projected upon the 
patient through his inability to secure insurance 
because of the stigma of the diagnosis. It does 
not take long for a surgeon to learn that the 
counsel and understanding of a good patholo- 
gist is invaluable in his practice—particularly 
one whose philosophy regarding malignancy he 
understands well. 

In the treatment of tumors of the sweat 
glands, situations of indecision are frequently 
created because of the complex nature of the 
pathology involved. The most common of these 
tumors is Hidradenoma Papilliferum, a neo- 
plasm arising from an apocrine sweat gland. 
As in the instance in many diseases which are 
rare and not death dealing, this tumor has 
attracted little attention. There are fewer than 
one hundred instances reported in the literature 
and only one involving the anal region has been 
described. 
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Hidradenoma Papilliferum of 
the Perianal Region 


JOHN Q. McGIVNEY, M.D. 
Galveston, Texas 


The tumor is of interest because of its histo- 
pathologic characteristics. Although consid- 
ered benign, it often is interpreted in both its 
clinical and histopathologic aspects to be malig- 
nant. The tumor is relatively uncommon, occurs 
in both sexes and it is usually seen in patients 
in the forty to fifty year age groups. It does 
not occur prior to puberty and it has not been 
found in the Negro race, which is surprising 
since apocrine glands are three times more 
numerous in the Negro than in the white. It 
is usually located in one of the areas where 
apocrine glands are known to occur—namely 
the axillary, the mammary, the inguinal, peri- 
neal, vulval and perianal areas. 

The most common locations are the vulval, 
perianal and the axillary regions. The lesion 
is a sharply circumscribed, firm round or ovoid 
mass or nodule, measuring from 0.5-1.5 cm. 
in diameter. It is located in the dermis of the 
skin and may simulate a fibroma or a seba- 
ceous cyst, being slightly elevated above the 
surrounding surface. Sometimes the contents 
of the tumor are extruded through an opening 
in the skin to produce a small raspberry-like 
lesion with a broad pedicle simulating a pyo- 
genic granuloma. 

Occasionally, the lesion becomes inflamed 
to give a reddish appearance to the over- 
lying skin, but suppuration does not occur. 
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It is interesting to note that this tumor and 
intraductal papilloma of the breast are almost 
indistinguishable histologically which is not 
surprising since the parenchymal portion of 
the breast is known to arise from apocrine 
glands embryologically. 

Perhaps it would help the discussion appre- 
ciably if we review the apocrine glands 
briefly. 

1. Apocrine gland has origin in the hair 
anlage, the eccrine gland derived from the 
epidermis. 

2. The apocrine glands are located only in 
the pubic, abdominal, mammary, axillary, and 
perianal regions. 

3. In addition to sweat, they secrete pig- 
ment and a fatty odorous substance. 

4. They are compound tubular glands. 

5. They are more numerous in women than 
men and do not function until puberty is 
reached and the sexual glands have matured. 

6. Their activity is increased during the pre- 
menstrual period and they become enlarged 
during pregnancy, especially if it is complicated 
by eclampsia. 


7. They atrophy and decrease in number 
with age. 

8. The distal end of the excretory duct 
usually empties into a hair follicle. 

9. They occur only where hair exists or has 
exsisted. 

The tumor is a nodular tumor, reddish yel- 
low in color, and consists of epithelium closely 
resembling apocrine glands. It is not well en- 
capsulated although it is well demarcated. 
Projecting from the walls of the acini are col- 
umns of epithelium which tend to be arranged 
side by side to give it its papillary nature. The 
epithelium of the tumor consists of a double 
layer within the glands; the inner one consist- 
ing of a tall columnar layer and the outer one 
of small, irregular cells comparable to myoepi- 
thelium. 

The tumor is considered to be malignant by 
some on the basis of its marked cellularity, 
frequent undifferention and mitoses, lack of 
capsule and tendency to be locally invasive. 
However, clinical experience has revealed that 
these tumors do not metatasize and are always 
cured by adequate local excision. 


Summary 


1. Hidradenoma papilliferum may be inter- 
preted as being a malignant neoplasm and lead 
to an unnecessary radical operation. 

2. If interpreted in the general sense to be 
malignant, the diagnosis may serve as an un- 
necessary economic and emotional handicap to 
the patient. 


3. The lesion may be associated with hidra- 
denitis suppurativa, an infection of the glands. 
The latter disease then should not be treated 
by cauterization, but by excision and examina- 
tion of the tissue by a pathologist. 

Box 181, Medical Branch, 
University of Texas 
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Try one of these questions on a col- 
league. Each is guaranteed to spark 
a lively clinical discussion. PAGE 93a 
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SOME CONSIDERATIONS IN DEALING WITH 


Emotionally Disturbed Children 


SAUL I. HARRISON, M.D., Ann Arbor, Michigan 


P.. to considering a problem 
as manifold as this one, we should make some 
attempt to define and delineate the problem. 
If we were to proceed in a manner comparable 
to our clinical approach, we would concurrently 
familiarize ourselves with the person with the 
problem as well as his environmental setting. 
We then explore the roots of the problem in 
the past. At this point we might be ready to 
formulate a diagnosis and speculate about the 
prognosis. The foregoing would then be used 
to outline a treatment plan. 

Let us consider some of the problems in- 
herent in dealing with emotionally disturbed 
children similarly. We shall begin by delineating 
the problems into: 

(a) individual clinical ones, and 
(b) broader community responsibilities. 

As physicians with a patient we invariably 
have to decide whether therapeutic intervention 
is indicated. We may be dealing with a predicta- 
ble transient phase of development that might 
be indicative of psychopathology only in an 
older individual. For example, we expect two- 
year-old children to be somewhat phobic, but 
we tend to be concerned about similar irration- 
al fears in a nine-year-old. Mild compulsive 
behavior in a nine-year-old might be of no more 
concern than phobias in a two-year-old. The 
practicing physician should be familiar with 
such and many other developmental considera- 
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tions. An excellent source of this material is 
Emotional Problems of Living by O. S. Eng- 
lish and G. H. J. Pearson, published by W. W. 
Norton. 

We have to be able to adjust to the differ- 
ence between the reasonable adult who may 
request assistance and the child who rarely 
wants or appreciates help when he in fact needs 
it. We are most frequently consulted about 
emotionally disturbed children who upset those 
about them while the child may be totally un- 
aware of internal discomfort. Much less often 
do we have an opportunity to help the “too 
good” inhibited youngster who in reality may 
be more ill than the troublesome acting out 
child. 

If treatment is indicated, we have to de- 
termine the type and scope. Is it within our 
capabilities or should we refer the youngster 
and his family to a Child Guidance Clinic for 
consultation and/or treatment? Are we suffi- 
ciently familiar with the specialized people 
and/or agencies in our area who might be of 
help? How acquainted are we with their 
methods? 

In a brief survey of such a broad area we can 
cite examples of but a few of the available tech- 
niques. Regardless of the type of treatment 


Dr. Harrison is Associate Professor of Psychiatry, Uni- 
versity of Michigan, Department of Psychiatry, Ann Arbor. 
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offered the youngster, we generally have to 
help his family also. In fact, there are instances 
in which our efforts should be concentrated on 
the environment. In the following example, the 
child was never seen. 


@ John at nine years of age, was the youngest 
of four children. His father was the Chief of Po- 
lice in their community. His mother was a suc- 
cessful and contented homemaker. It was three 
months after John had started fourth grade that 
the counselor at his school consulted me about 
John’s classroom behavior. She related that to- 
wards the end of the first week of school John 
started to clown. This had progressed to the point 
where his immature and bizarre antics precluded 
any academic work for him and made it most 
difficult for his classmates. This was in marked 
contrast to his previously excellent adjustment. 
The counselor was appropriately impressed by the 
fact that his behavior outside of his homeroom 
remained acceptable. He continued to do well 
with his family, Cub Scouts, playmates and in 
school at gym, music and manual arts. She sum- 
marized by saying that he was wild only in the 
presence of his classroom teacher, who was de- 
scribed as a seasoned and respected teacher. 


In a subsequent interview with John’s teacher, 
I was struck by her interest in John’s family. She 
had known and liked his older siblings even 
though they had always been in “the other fourth 
grade.” She was pleased when John was assigned 
to her class because they were “such a wonderful 
family.” Much later in the interview she inquired 
if John’s behavior was not typical for the chil- 
dren of policemen. In drawing her out about this, 
she told me that her own father had been a one 
man police force in her home town. She and her 
siblings felt their father’s position precluded any- 
thing short of exemplary behavior. She recalled a 
persistent desire to rebel, the gratification of 
which she had successfully suppressed. 


I tentatively suggested that it might be possible 
that she was unconsciously encouraging John’s 
misbehavior and vicariously enjoying it. I asked 
her not to pass immediate judgment on this pos- 
sibility. I proposed that she give it some thought 
in the interim before another interview. 


At our next interview she greeted me eagerly, 
stating that she had examined my suggestion from 
every possible angle. She was sure it did not apply 
to her and John because since our last interview 
his behavior had changed so dramatically for the 
better. 
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The following is another instance where the 
therapeutic approach was limited to the child’s 
environment: 


@ George, aged seven, started awakening sev- 
eral times a night shortly after his father, a soldier, 
was transferred. Initially their new physician felt 
that the move was upsetting and that his sleep 
would once again become restful after the passage 
of time. When this did not prove to be so after 
several months, the physician discovered that 
George, his three-year-old sister and one-year-old 
brother were all sharing their new apartment's 
only bedroom with their parents. At their previous 
home each child had an individual bedroom. The 
physician suggested that the parents sleep in the 
living room and the children share the bedroom. 
This environmental alteration resulted in relief of 
George’s sleep problem. 


In contrast to these two examples of environ- 
mental manipulation, most psychotherapy en- 
ables the child through the vehicle of self- 
understanding to further develop his potential. 
This is accomplished by liberating for more 
constructive use psychic energy that is expended 
in defending against fantasied dangers. The 
youngster is generally unaware of these unreal 
dangers, as well as his fear of them and his de- 
fenses against them. With the awareness that 
psychotherapy encourages, he can evaluate the 
usefulness of his defensive maneuvers and re- 
linquish the unnecessary symptomatic ones. 
The medium of communication is the child’s 
play as well as his verbalizations. The child 
gains support from the consistent understanding 
and accepting relationship with the therapist. 
(The Big Brother organization is an example of 
relationship therapy in pure culture. It is indi- 
cated for boys who are deprived of an oppor- 
tunity to relate to an adult male.) Additionally, 
there are varying degrees of remedial educa- 
tional guidance and opportunities for emotional 
release in most therapeutic undertakings. It 
would occupy too much space to detail an ex- 
ample of the usual sort of psychotherapy. 
Therefore, I will limit myself to an example of 
“release therapy” wherein the aim is exclusively 
the freeing of pent-up emotions: 
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@ Jane was a happy, well nourished three-year- 
old only child when her mother was confined for 
delivery. Although Jane was well cared for by her 
grandmother during her mother’s absence, her ap- 
petite became finicky. After mother and the new 
baby came home, Jane ate less and less until her 
intake diminished to a few sips of milk a day. 
Concurrently, she manifested absolutely no signs 
of sibling rivalry. As her food intake had de- 
creased, her sweetness to the baby and considera- 
tion for her mother had increased. 

In view of her age and the acute traumatic on- 
set of the anorexia, I decided to utilize release 
therapy. Instead of inviting Jane to play with 
toys of her choice as one would ordinarily do in 
psychotherapy, I directed her to play with spe- 
cific toys, which I had previously selected. They 
were a little girl doll, a baby doll, mother doll, 
father doll, baby bottle, toy crib, and toy table 
and chair set as if for a meal. I had some cookies 
placed on the side. 

Initially she did little more than look at the 
toys. Later she fingered them tentatively. In subse- 
quent visits her play became increasingly ani- 
mated. During the fourth visit she had the little 
girl doll attack the baby doll and smash the bottle. 
In the next visit, the little girl doll also attacked 
the mother. While doing this, Jane reached over 
for a cookie. Her intake at home increased con- 
current with this emotional release. Her behavior 
at home became less docile. 


This sort of approach is limited principally 
to pre-school age children with acute traumatic 
psychopathological syndromes. The reader who 
is interested in acquainting himself with ex- 
amples of more widely applicable psychothera- 
peutic endeavors might read H. Lippman’s 
Treatment of the Child in Emotional Conflict, 
McGraw-Hill. 

The magnitude of the broader community 
probiems are best defined by recalling some 
statistics so well known that I doubt that we 
need recite them. No matter which we would 
select, they would invariably underscore some 
frustrating experiences we have all shared. The 
availability of treatment for emotionally dis- 
turbed youngsters does not begin to meet the 
demand for help. 

This overlaps with the second part of our 
approach—the person with the problem. Too 
often an unfortunate search for the culprit re- 


1218 


sponsible for the so-called “mess in mental 
health” takes place at this time. We have all 
heard governors accused of failing to provide 
for adequate mental health budgets. Some peo- 
ple prefer to incriminate legislators for refusing 
to appropriate sufficient funds. Others say the 
general populace would refuse to tolerate the 
increase in taxes. There are others who retort 
that even if there were sufficient funds there 
wouldn’t be enough trained personnel to utilize 
them. Thus, it is the medical schools, other psy- 
chiatric training centers, schools of social work, 
university departments of psychology, schools 
of nursing, etc., who are delinquent in their re- 
sponsibilities. Some look elsewhere and state 
that it is impossible to adjust to a society such 
as ours. I have even heard it said that the diffi- 
culty is the result of too many people letting 
too many things bother them and thereby need- 
ing psychiatric help. 

By this time I imagine we all feel a kinship 
with the confusion felt by the mother who was 
asked by her son at the end of an active day, 
“Mommy, was I a good boy today?” His 
mother, not wishing to interfere with his self- 
concept while desperately wanting to do some- 
thing about his mischievousness retorted, 
“You’re never a bad boy—you’re always a good 
boy—although you did an awful lot of bad 
things today.” He was not satisfied: “Mommy, 
wouldn’t you like it better if I were always a 
bad boy who did only good things instead of 
always being a good boy who did only bad 
things?” 

The next item on our agenda is the environ- 
mental setting of the person and his problem. 
For the sake of brevity, I shall neglect the vital 
question of the emotional climate of the indi- 
vidual home and the community at large. One 
aspect of the environmental setting, that is 
germane to every community faced with the 
problem of the excess of demand over supply of 
treatment for emotionally disturbed children, is 
how to attract and keep professional help after 
the positions have been created and the funds 
alloted. I am afraid that mental health profes- 
sionals often seem like difficult prima donnas. 
We seem to require a stimulating atmosphere 
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where we can enjoy an interchange with people 
who share our individual scientific problems. 
Too few of us are pioneers. Lacking that, we 
seem to want more money so that an apparently 
anomalous situation is created. The community 
that is about to pioneer in such an endeavor has 
to be willing to pay higher salaries than the 
community in which such services are well 
established and the citizenry is convinced of 
their value. 

More important than confreres or income 
is the need to feel that we are accomplish- 
ing something with our skills. The majority 
of us are more content doing a lot of good for 
fewer patients than doing something inadequate 
for large numbers. The community has to tol- 
erate this peculiarity, if you will, and also 
protect us from the pressure of their over- 
whelming needs until we develop more efficient 
techniques. 

This would seem like an appropriate time 
to explore the roots of the problem in the past. 
We do not have to go back very far because 
the treatment of emotionally disturbed children 
is relatively new. The custodial care of men- 
tally defective children was the principle en- 
deavor of child psychiatry until recently. Sev- 
eral historical events around the turn of the 
century presaged the change. In our individual 
work with children the most important was 
the development of dynamic psychiatry. Sig- 
mund Freud, in Vienna, and Adolf Meyer, in 
this country, contributed a great impetus to 
the development of child psychiatry by their 
appreciation of the influence of the early years 
of life on future emotional development. 
Around the same time, Binet and Simon, in 
Paris, developed psychometric tests in an effort 
to estimate innate intellectual endowment. Just 
before the turn of the century Juvenile Courts 
were established so that children who broke 
the law, were not dealt with in the same man- 
ner as adult criminals. Dr. William Healey, a 
pioneering psychiatrist and psychoanalyist, 
applied dynamic psychiatric principles in his 
work with Chicago’s delinquent children. It 
was not until the third decade of the twentieth 
century that the first child guidance clinic, as 
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we now think of them, was established in 
Boston. 

Shortly after the turn of the century, a law 
student named Clifford Beers was hospitalized 
for emotional illness. After recovery, he de- 
voted his energetic brilliance to the betterment 
of emotional health. His autobiography, “A 
Mind that Found Itself,” created quite an 
impact. He founded the organization that is 
now called The National Association for Mental 
Health. 

It was as recent as 1959 that subspecialty 
certification in Child Psychiatry was established 
by the American Board of Psychiatry and 
Neurology, Inc. The requirements for exami- 
nation are four years of residency training 
followed by two years of experience in child 
psychiatry. The applicant must have been cer- 
tified previously in Psychiatry by the parent 
Board. 

Diagnostically, we do have problems, but 
we do not have a “mess” that we need blame 
some one for. Our situation is similar to that 
of the rest of medicine. We are younger. The 
first physicians were created in part by the 
demands of the ill. The subsequent develop- 
ment of specialists seems to be the result of a 
comparable impetus. The mentally ill, espe- 
cially the young, are less effective in expressing 
their needs than any other group of patients. 
Thus, the response to these needs has been 
delayed. 

Prognostically, statistics make it look like 
our children’s emotional problems are increas- 
ing. Most observers feel that this is largely a 
consequence of increasing diagnostic acumen. 
I do not say this to lull us into complacency. 
On the contrary, I take issue with the elder 
statesman who felt reassured when an archeo- 
logical excavation unearthed an ancient tablet 
demonstrating that many centuries ago people 
were equa'ly as worried as our parents were 
and as we are, that the future is gravely im- 
periled because of the shortcomings of the 
younger generation. When we consider the 
technological advances that have accrued 
through the ages, should we not be concerned 
over this lack of progress in human relations? 


1219 


4 
— 


Perhaps the persistence of the worry about 
the younger generation is symptomatic of a 
chronic deficiency in constructive communica- 
tion between adults and youth. 

Our last task is the formulation of a treat- 
ment plan. Clearly, therapeutic intervention 
is indicated. We need to train more mental 
health professionals. We need to sharpen our 
tools—constantly improving our techniques of 
treating emotional problems and developing the 
facilities required for modern treatment. We 
must increase and refine our efforts at preven- 
tion. In this realm, the family physician’s role 


is paramount. It might be nihilistically argued 
that we cannot hope to prevent what we are 
still clumsy in treating. This should not deter 
the physician for there are a host of diseases 
that we know how to prevent far better than 
we know how to treat. 

Lastly, we should not destructively waste 
our energies looking for someone to blame for 
the manifold problems inherent in construc- 
tively dealing with emotionally disturbed chil- 
dren. Mental health is everyone’s affair. 
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POTASSIUM DEFICIENCY IN ANOREXIA NERVOSA 


Seventeen reported cases of anorexia nervosa with hypo- 
kalaemia are summarized. Eight showed some evidence of 
renal disorder. Habitual purgation complicated the only case 
shown to have the tubular lesion of potassium depletion. 

Three further cases with hypokalaemia are described, one 


showing tubular vacuolation. 


It is thought that the potassium depletion is due to a 
deficient intake, aggravated in some cases by vomiting, and 
in some by purgation. Malabsorption may be more certainly 
excluded if further cases become available. 

Fatal paralysis and possibly irreversible renal changes may 
occur if this complication is not recognized. Five of the 
twenty patients had died at the time of reporting. 

Conventional treatment should correct the deficit, but oral 
or intravenous potassium chloride may prove necessary. 


R. D. WIGLEY, M.B. 


Brit. Med. J. (1960) No. 5192, Pp. 110-113. 
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SOCIAL SECURITY 
...A Humbug on Youth? 


two articles appeared 
in the Wall Street Journal (June 29, July 26) 
which had to do with so-called “Social Security” 
(O. A. S. D. I.), and which were followed by 
a deluge of letters to the same publication, a 
number of which were published in the issue 
of the Wall Street Journal on August 11. These 
articles, the first by Mr. Ray M. Peterson, 
Vice-President and Associate Actuary of the 
Equitable Life Assurance Society of the United 
States; the second by Professor Wilbur J. 
Cohen, a current Assistant Secretary of Health, 
Education and Welfare, who, according to one 
letter-writer, “has written all of the Social 
Security Act legislation . . . or has been a 
powerful figure in the writing,” deal with the 
great “pros and cons” of social philosophy, as 
such have developed in relation to “Social 
Security” in our country during the past twenty- 
seven years. 

We feel that by presenting the readers of 
MEDICAL TIMES with a consideration of these 
two articles and the correspondence which they 
evoked, another facet of the great debate which 
is developing in this country between “‘conserv- 
atives” and “liberals” may be better illumi- 
nated for them. Certainly, in these two expo- 
sitions the proposition of the orthodox and 
time-tested method of financing one’s needs in 
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old age is contrasted with the developing theory 
of “social adequacy” best portrayed in Pro- 
fessor Cohen’s own words: “I would hope that 
as our society becomes more affluent it will 
recognize that it can afford to do more for its 
disadvantaged (italics ours, Ed.) members .. . 
than it does now through private and public 
insurance and other social programs.” In other 
words, the old “soak-the-rich” philosophy. 
Before we get into the discussion of the 
“pros and cons,” let’s figure out what we are 
talking about. We are considering the propo- 
sition, that in financing a national old-age pen- 
sion and care program, should we adopt a 
policy of prepaid, full-reserve financing which 
the law of the land and the collective wisdom 
of the insurers and the insured provide for 
you and me when, free from compulsion, we 
go out, shop around, and buy ourselves the 
best annuity or old-age insurance policy (con- 
tract) that we can for our money, or should 
we adopt a national “pay-as-you-go” (another 
name, “hope-as-you-pay”) method of financing 
which all of us who have ever had a “Social 
Security Number,” or who have employed such 
individuals have been compelled to participate 
in?, The “New Frontiersmen,” if they have 
their way in their attempts to provide “pie in 
the sky,” will have us on a “pay-as-you-go” 
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program from the “womb to the tomb,” includ- 
ing all stop-offs along the way (probably “post- 
paid” would be a better description). 

The type of insurance which you and I freely 
buy, when we have a dollar or two left after 
supporting thirty million governmental employ- 
ees, paying for roads, military and political 
security (?), helping the heathens, buying mili- 
tary hardware, paying for agricultural surpluses, 
Alliances For Progress, and heaven knows 
what else is characterized by “Full-reserve 
financing . . . All benefits are fully paid for or 
financed during years prior to the time they 
are entered upon. Under full-reserve financing, 
the dollar sum of all payments into the fund 
together with the interest income earned from 
its investment is sufficient to pay off all liabili- 
ties for guaranteed or promised benefits. No 
benefits are promised beyond what can be pro- 
vided for—at any given point in time—by 
payments into the fund, plus interest earned. 
Full-reserve financing . . . is the test of actuarial 
soundness and it is the only concept of actu- 
arial soundness with which the American peo- 
ple are generally familiar” (Peterson). Fur- 
thermore, it is pointed out that under full- 
reserve financing of this type of private insur- 
ance “the principle of individual equity is pre- 
served; i.e., there is a direct relationship be- 
tween contributions and benefits; one receives 
as insurance or annuity coverage exactly what 
one pays for.” Finally, as letter-writer, Davis 
H. Roenisch, an actuary, summed up the prin- 
ciple of true insurance: “A most important 
characteristic of insurance is the protection 
people acquire by pooling small amounts to 
offset the risk that any one of them will suffer 
a large loss.” It would seem to us that all of 
our readers are familiar with the concept of 
insurance which has just been discussed. 

But now let us take a hard and searching 
look at the philosophy and thinking which is 
back of “social insurance,” “Social Security,” 
or call it what you may. To begin with we 
have to consider the growth of the idea and 
theory of “social adequacy.” According to 
Peterson, it was defined by Hohaus in 1942 
as follows: “The measure of protection should 
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be ‘social adequacy’ for the insured and their 
families—that is, it should represent, as far as 
practicable, a basic layer of protection. ‘Social 
adequacy’ usually makes it impractical to have 
‘individual equity’ for the insured in the sense 
of a mathematical quid pro quo return on 
account of the contributions made by or on 
behalf of the individual. A socially adequate 
benefit provides income sufficient as basic pro- 
tection against want and destitution, and, con- 
sequently, may be much more, or even much 
less, than an ‘equity’ benefit.” Now any income 
which is “socially adequate,” by its very nature, 
must include “a large element of unearned 
benefit and unearned increment for most of its 
members.” However, for the youngster who 
is being taxed to provide for current and future 
“social adequacy,” the shoe is on the other foot 
and may in the end pinch very badly. A defi- 
nite inequity may accrue to him as he works to 
provide social adequacy for others, at the risk 
that he may never have it himself. Of further 
interest is the fact that the social planners (the 
true anti-Newburghites) who advocate marked- 
ly expanded social programs have, according 
to Peterson, “dropped the adjective social and 
speak only of adequacy.” Peterson then lists 
certain of these “adequacy” advocates. The 
first among the equals of them is of course 
none other than Professor Cohen from “Soapy” 
Williams’ state, who, publicly tooting his horn 
for greater adequacy says: “Speaking of the 
50-50 payroll tax financing . . . there was no 
reason why it could not be 40-60 or have the 
Government make a substantial contribution.” 
After all, what does this man want? To de- 
stroy the affluent society which is going to sup- 
port all of his socialistic schemes? That’s what 
his scatter-brained proposal would do. Next 
Mr. Peterson reports another advocate of 
“adequacy,” one, Nelson H. Cruickshank, 
(B. D., Union Theological Seminary, 1929) a 
former social worker, now Director of the 
A.F.L.-C.1.0. Department of Social Security, 
as saying: “The proportion of present earn- 
ings that is represented by benefits on retire- 
ment must be materially increased for workers 
in the middle and upper income brackets. A 
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worker with average wages in industry today 
receives only about 30% of his present earn- 
ings. 

In order to keep pace with the rising 
levels of living and to maintain confidence of 
the system on the part of those in the middle 
and upper wage ranges, he should receive 25 
years from now, or sooner, at least sixty per- 
cent of his earnings on retirement.” 

Currently based on average wages, “the 
primary amount is about 32% for an employee, 
and a total benefit of 48% for a married 
couple.” 

As Peterson points out, the enactment of 
the proposals of Dr. Cohen and Mr. Cruick- 
shank “could increase the permanent Social 
Security debt to more than one-half trillion 
dollars.” (Italics ours, Ed.) Why people with 
ideas such as these never seem to realize that 
money doesn’t grow on trees has puzzled us. 
The fact that money can be. printed cheaply, 
rapidly, and with beautiful design is what wor- 
ries us, and the talk-talk of the future put out 
by these so-called “social thinkers” (?). They 
play so fast and loose with your money and 
ours using the fictions as the Professor Cohen 
does of “government money” and “public in- 
surance!” Well, so much for the prophets of 
the “higher orders of ‘adequacy’” for the time 
being. 

Let’s now take a look at the current scene 
and attempt to analyze without an over-lay of 
emotion, one way or the other, “the true nature 
of our Social Security financing mechanism.” 
To begin with, we must always bear in mind 
that its evolution has always been in the hands 
of politicians and not in the hands of men 
whose fiscal judgment is not myopic from hav- 
ing kept their eyes for years on the ballot box. 
Since 1939 there has been, according to Peter- 
son, a steady and undeviating trend (regard- 
less of the Administration holding political 
power) “from substantial individual equity 
towards social adequacy, and the financing 
method has become a mixture of full-reserve 
financing and ‘pay-as-you-go,’ with the latter 
far outweighing the former.” Peterson lets 
the Chief Actuary of the Social Security Ad- 
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ministration (Robert J. Myers) tell this story 
which is as follows: 

“The issues of underlying philosophy for an 
old-age benefit formula under the social insur- 
ance approach have been summed up in the 
expression ‘individual equity versus social ade- 
quacy.’ It was generally recognized that indi- 
vidual equity is of paramount importance in 
administering voluntary old-age insurance on a 
sound financial basis, since each individual has 
the right to purchase insurance or not as he 
wishes. However, under a governmental social 
insurance plan, the individual equity in the rela- 
tionship of the individual’s future benefit to his 
current contribution is not essential to financial 
soundness, since the individual has no choice 
as to being covered or as to his rate of bene- 
fits or contributions.” 

The issue was resolved in the 1939 Amend- 
ments by a major change in emphasis as a 
result of which, the old-age benefit formula is 
based largely on the adequacy concept,—and 
thus to only a small extent on the equity con- 
cept. . 

“The principles upon which to base the 
financing of old-age and related benefits in a 
social insurance system have been discussed at 
great length both in this country and abroad. 
. . . This debate was especially active early in 
the development of our old-age insurance 
system, when the size of the fund was a burning 
question. As is often the case in this country, 
the answer was arrived at through a pragmatic 
(practical) political process rather than through 
a theoretical philosophical process.” Then in 
the words of the Chief Actuary mind you: “As 
is also often the case, the pragmatic process 
has resulted in an answer which to date at 
least has worked out satisfactorily. Just as 
the benefit formula is a blend of equity and 
adequacy, with much greater emphasis on the 
latter, so is the financing method a blend of 
‘reserve’ and ‘pay-as-you-go’ with the latter 
having the greater weight.” As Peterson has 
pointed out currently this blend may be “so 
bland as to biind us to blunders.” 

A further description of the “pay-as-you-go” 
system is included in an opinion of the Supreme 
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Court, dated June 20, 1960, quoted by Peter- 
son: “The program (Social Security) is financed 
through a payroll tax levied on employees in 
covered employment, and on their employers. 
... The tax proceeds are paid into the Treasury 
as internal-revenue collections . . . and each 
year an amount equal to the proceeds is appro- 
priated to the Trust Fund from which benefits 
and expenses of the program are paid... 
Persons gainfully employed, and those who 
employ them, are taxed to permit payments of 
benefits to the retired and disabled, and their 
dependents. Plainly the expectation is that 
many members of the present productive force 
will in turn become beneficiaries rather than 
supporters of the program. But each worker’s 
benefits, though flowing from the contributions 
he made to the national economy while actively 
employed are not dependent on the degree to 
which he was called upon to support the system 
by taxation.” 

Now all of this may sound mighty fine to 
many who have only heard about the benefits 
but who have never considered either the mor- 
ality or costs of Social Security; i.e., social 
adequacy. From the point of view of morality, 
the whole program as laid down by Congress 
since 1939 is both politically and intellectually 
amoral. New groups have constantly been cov- 
ered and benefits have been increased, while 
tax increases have been deferred, and in the 
last few years, when increased, sufficient taxes 
to cover the promised and factual benefits have 
not been laid on. Now a number of the poli- 
ticians, including Ribicoff, Nelson Rockefeller, 
Forand and McNamara are thumping the tub 
for “Elder-care” without facing up squarely to 
the costs of this program and on Ribicoff’s part, 
blandly stating that after carefully surveying the 
Bill he could find nothing socialistic in it! 
What rot! What nonsense! Elder-care will 
cost the taxpayer far, far more than will be 
admitted by those who are sponsoring it at 
the present time. Almost $3 billion per annum 
to start with. Who will pick up this tab? Not 
us! We’re getting old. But rather a heavy 
burden is being placed on the shoulders of 
our children and grandchildren just to satisfy 
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the hopes of one politician or another that he 
will get a few more votes, or that the political 
theories of a number of “social planners,” may 
be tested in the fires of experience. 

As Peterson points out, you don’t have to 
be an actuary to realize that if large numbers 
of people receive benefits greater than the taxes 
paid, someone, someday will have to pay for 
it, unless we go through national bankruptcy. 
We are piling up an enormous debt—and a 
debt, while national in one respect because it 
is created by Acts of Congress, nevertheless 
does not have the same legal character as the 
National Debt. It is created under that section 
in the Social Security Act which permits Con- 
gress “ ‘the right to alter, amend, or repeal any 
provision’ of the Act”! Now as has been pointed 
out, our children “can either pay off the debt or 
they can settle for just paying the interest on 

Which will they do? Take a look at what 
has transpired and will go on. As Peterson 
puts it, “Under the 1956 Act, the debt arising 
out of unearned increment was estimated at 
$259 billion. (Italics ours. Ed.) This is the 
difference between (a), the present worth 
$486 billion, of all future benefits and ex- 
penses for all persons then (1956) O.A.S.I. 
members and (b), the sum of present worth, 
$194 billion of all future taxes with respect 
to such members and the Trust Fund, $32 
billion. 

The corresponding present worth of un- 
earned increments at the end of 1958 was 
$289 billion. Estimates of the writer (Peterson) 
based on available data show the debt grow- 
ing from about $150 billion under the 1952 
Act to $200 billion under the 1954 Act, and 
on to about $300 billion under the 1958 Act. 
The 1960 Act will produce some further in- 
creases. And a very serious fact is, there is no 
reserve fund to reduce this debt. 

Then too, the Social Security tax structure 
is of a type that the combined tax of new 
entrants will always exceed the benefits that 
the new members will receive. In 1954, a 
constant, combined employee-employer tax of 
seven percent was needed to pay all future 
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benefits guaranteed by that Act. Under the 
1958 Act a constant combined tax of almost 
nine percent was needed to provide future 
benefits. And here is an important point made 
by Peterson in relation to young entrants into 
the system. “Under the 1954 Act, the value 
of total new entrant taxes was 152% of the 
value of the benefits . . . under the 1958 tax 
this became 16634% .. . There is no intrinsic 
reason which this cannot exceed 200%.” This 
means that the average new employee more 
than pays his way. 

Well then what is going to happen? First 
of all it is obvious that this growing Social 
Security debt will never be paid off. This 
means that the debt is permanent and young 
people to infinity (or to the period when the 
sins of Congress are visited on our people) in 
the form of wild inflation which will wipe out 
all fixed debt, will have to pay interest on 
an increasingly larger and larger debt. IT’S 
QUITE A PRICE WE ARE PAYING FOR 
“SOCIAL ADEQUACY” IN THE FACE OF 
MEDICAL ADVANCES AND A POPULA- 
TION EXPLOSION! 

Up to this point, we have portrayed but one 
side of the coin. Let us study the retort to 
Mr. Peterson of one of the more literate and 
vocal advocates of Social Adequacy, the 
“greener pastures” of adequacy, and whatever 
may be just beyond. What did the Professor 
Cohen have to say? First, as with all socially- 
minded, professional egg-heads, he attacked 
under the cover of a smoke screen of self- 
righteousness. Peterson, he says is trying “to 
discredit O.A.S.D.I.” and “shake the people’s 
confidence in it.” He believes that the 
O.A.S.D.I. “as enacted by Congress is finan- 
cially sound and that the method of financing 
Congress has provided is sound.” The good 
(or wicked) Doctor Cohen—depending upon 
how you feel about his views—is constantly 
returning to the point that O.A.S.D.I. is finan- 
cially sound because Congress makes it so, 
completely ignoring the fact that it is just his 
beloved “Congress” which has enacted the 
type of legislation which makes it financially 
unsound. 
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Professor Cohen then goes on to try to say 
that private insurance and social insurance 
instead of being quite different as Peterson 
pointed out, “have many attributes in com- 
mon.” He says governmental old-age support 
programs exist in many countries. Social insur- 
ance (coined by socialists and social planners, 
not by the insurance fraternity) then becomes, 
according to Cohen, the term to use to de- 
scribe this type of governmental support of 
the aged. It is proper to use this term, he 
says. With this, Dr. Cohen drops his dis- 
cussion of common attributes. 

Next he states that the two types of sup- 
port for the aged (private or social insurance ) 
“differ in some respects.” First and most im- 
portant in his mind is the nature of the “rights” 
to the insurance. O.A.S.D.I. is spelled out in 
an Act by Congress, hence the right is legal. 
Private insurance is a contract between the 
purchaser and the insurer. The terms of the 
latter are spelled out and fixed, while with 
O.A.S.D.L., by statutes the whims of Congress 
influence its course. Secondly, private insurance 
is based on reserves which cover all contin- 
gencies under the contract. Actuarially it is 
sound. The reserves for O.A.S.D.I1.; i.e., the 
Trust Fund are relatively small in comparison 
with what Congress promises the so-called 
insured, and in an amazing sentence of Pro- 
fessor Cohen, he states, “Social insurance . . . 
is actuarially sound as long as it operates 
under a plan of financing which is designed to 
provide income sufficient to meet all benefit 
costs as they fall due.” (Italics ours. Ed.) 
According to this definition of “actuarial” 
soundness the risks of the program are calcu- 
lated for or by that collection of risk-experts 
which we call our Congress. In other words, 
the “soundness” of the financing of O.A.S.D.I. 
(and for that matter all Federal dole programs ) 
depends upon the caprices of succeeding Con- 
gresses! 

It certainly seems clear that the Professor is 
mixing up financial soundness with his concept 
of “actuarial soundness.” Certainly, as long as 
Congress votes compulsory taxes and digs 
deeper into our pockets, O.A.S.D.I. will be 
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financially sound, but never, no never, Pro- 
fessor, will it be actuarially sound! 

Thirdly, Professor Cohen sees no imposi- 
tion on the young people entering the system 
and says, apropos of the fact that they will 
pay in considerably more than they will ever 
get out of the program: “Actually, there is no 
reason why younger workers should feel that 
they are being treated inequitably. Moreover, 
those who understand the protection they are 
getting in return for the contributions they pay 
will certainly not feel that way. What the 
younger worker is getting under Social Security 
is insurance coverage, that can, and in all 
likelihood will, be increased by Congress as 
wages go up without a corresponding increase 
in the contribution rates.” This is a good ex- 
ample of tortuous (or should we say tortured) 
thinking we have to contend with when talk- 
ing with these social planners. As Peterson 
pointed out and as some of the letter-writers 
agreed, if an employer asked him “whether he 
can obtain larger benefits for new employees 
with the same joint employe-employer contri- 
butions,” .Mr. Peterson would reply “about 
80% of joint employe-employer taxes involv- 
ing your new employees is for old-age benefits 
for the employee, his wife, or widow. The re- 
maining 20% is for survivor and disability 
benefits before retirement. Depending upon 
the marital status and the sex of your new 
employees and the rate of earning, this 80% 
of taxes would buy under an Equitable group 
annuity contract, at our present rates, 40% to 
60% more in old age benefits than are pro- 
vided under O.A.S.D.1.” (Italics ours, Ed.) It 
must be remembered that the unmarried con- 
tributor and his employer do not create any 
equity for the unmarried employee out of the 
money paid in for O.A.S.D.I. If this employee 
dies his estate receives nothing! Fourthly, Mr. 
Peterson’s use of the term “hope-as-you-pay” 
riles the Professor who feels this constitutes a 
derogation of O.A.S.D.I. He also feels that a 
person as sophisticated as Mr. Peterson “knows 
that ‘full-reserve’ financing is neither practical 
nor desirable nor essential for financial sound- 
ness and that any attempt to go to a full- 
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reserve basis would create serious problems.” 
Probably it would—but not prior to 1939. It’s 
this type of thinking which considers financial 
soundness as “neither practical nor desirable 
nor essential” which is getting this country 
deeper and deeper into a financial morass, with 
the dollar having a shaky time in the world 
market, because the starry-eyed egg-heads have 
had Uncle Sugar Able (old paraphrase code 
U.S.A.) spending money like the proverbial 
drunken sailor on welfare schemes for almost 
a generation. Fifthly, Professor Cohen does 
not appreciate Mr. Peterson’s remarks on pro- 
posals designed to extend and enlarge “Social 
Adequacy.” To say that “Social adequacy for 
some means individual inequity for others” is, 
according to the Professor, “a play on words.” 
“The program”, the Professor goes on to point 
out, “can be improved to meet social as well 
as fundamental needs without in any way losing 
its fundamental ‘insurance’ characteristic or, on 
the other hand, becoming a dole.” But like 
all these good Professors, Cohen does not say 
how this can be done, and we venture to say 
that if he did, suddenly in the midst of his 
discussion, we would be forced to say, “Would 
you please give me back my wallet and get 
your hand out of my other pocket!” Other 
people’s money is free for the having in the 
minds of these social planners of all “Deals,” 
“Frontiers,” and during those periods when we 
have never “had it so good.” Their actions will 
plague generation on generation to come. 

In his peroration, the Professor gives him- 
self away when speaking of the aged and other 
relatively non-productive groups, he states that 
if Peterson’s recommendations relative to bene- 
fits were adopted, that these groups “would be 
effectively excluded from getting their fair 
share of the increasing productivity and afflu- 
ence of our society. I would not like to see 
that happen, and I don’t think it will.” Now 
the trouble with all this is, who will determine 
what a fair share is? If the Cohens, the Ribi- 
coffs, the Falks, the Cruickshanks and others 
of that social and intellectual breed decide this, 
those who work hard and labor long will face 
a capital levy as a result of their industry. 
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The social planners are convinced that they 
must “rob Peter to pay Paul” or else salvation 
will be denied them. When it’s a nice day they 
can only think of those “poor women of New- 
burgh, N. Y.” 

As though what we have just discussed is 
not enough, new benefits of an entirely differ- 
ent sort are being discussed in Congress. Bene- 
fits for which the recipients will not have 
contributed one red cent! Elder-medical-care. 
Social Security payees would eventually be 
eligible and the taxes to provide this care would 
pay for but a fraction of the benefits. What 
would the proposals cost in terms of debt to 
our children and grandchildren? Peterson esti- 
mates it at $25 to $30 billion for the Forand 
Bill, $15 to $20 billion for the Kennedy- 
Anderson Bill and around $30 billion for the 
MacNamara Bill. These would only be starters! 

Now what did the readers of the WALL 
STREET JOURNAL think of this debate? A 
most interesting thing was that every single 
letter coming in on it supported Peterson’s 
view. Not a voice was raised for Cohen. It 
might be said that as the readers of the 
JOURNAL are “economic royalists” this is 
what one would expect, but this is not true. 
Many a time its letter columns have contained 
expositions on the liberal side of many ques- 
tions. While we won't go into all of the letters, 
we will quote a few. “Their ‘fair share?’ 
By what right can one segment of Society claim 
a share (fair or otherwise) in the productivity 


and affluence of others,” (Manhasset, N. Y.). 
“Those of us who long for the opportunity to 
take care of ourselves find it ever more dis- 
couraging, as big government saps the limited 
resources which might have given us a chance 
to exercise initiative during our working years 
and attain self-respecting security on retire- 
ment,” (Arlington, Va.). “This is not freedom, 
taking from one to pay another. Each time the 
benefits are increased the tax payment must be 
increased. I have nearly been benefited to 
death,” (Moorse, S. C.). “We are all paying 
taxes into a general fund which will (or will 
not, as the case may be) be sufficient to pay a 
dole.” (New York City). “Wilbur Cohen has 
consistently promoted the idea that Social 
Security taxes are ‘contributions,’ and that indi- 
viduals would be ‘permitted, rather than com- 
pelled to pay these taxes,” (Chicago, Ill.). “If 
Social Security is as fair, just and good as he 
(Cohen) claims, why must it be compulsory?” 
(Sewickley, Pa.) 

In conclusion we can think of no better 
recommendation than that given by Peterson. 
“Our Social Security system can be preserved 
only if we keep benefits within the limits 
of carefully defined social objectives. Abraham 
Epstein, a pioneer in the development of old 
age income programs is reported to have said 
that social insurance is like a drug: a limited 
quantity can serve a vital need; an excessive 
quantity can be fatal.” We, as physicians, can 
subscribe to this point of view. 
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Clinical 
Pathological 
Homi, New Yor (CCONTerence 


A 50-year-old white widow was 
admitted to Roosevelt Hospital because of 
three months of persistent cough, dyspnea and 
right anterior chest p<in. 

Present Illness: The patient gave a history 
of intermittent non-productive cough for many 
years despite the fact that she was a non- 
smoker. However, it was only during the three 
months prior to admission that the cough be- 
came persistent and she produced minimal 
amount of sticky white sputum. She denied 
hemoptysis. There was an associated tightness 
and pain in the right anterior chest. Shortly 
after, she developed exertional dyspnea which 
soon became persistent even at rest. She also 
had some anorexia, malaise and fever, and she 
described a couple of episodes of chills with 
profuse diaphoresis. 

The right chest was tapped in a local hos- 
pital about ten days prior to admission. The 
dyspnea improved, but the cough and pain 
persisted. A few days later, she went to another 
local hospital where she was re-tapped with the 
same results. Finally she decided to come to 
Roosevelt Hospital. 

Systemic Review: Constipation for many 
years, and fatty food intolerance with postpran- 
dial bloating and gaseous eructations. Cate- 
menia: Menopausal for eight years. No spot- 
ting since. 

Past History: Negative, except for “sinus 
condition” with intermittent frontal headache 
for many years. 
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Discussant: Dr. WILLIAM W. FIELD 
Director: Dr. KENNETH T. DONALDSON 
Pathologist: Dr. RUDOLF GARRET 
Radiologist: Dr. ALBERT DUNN 


Family History: One sister died of brain 
tumor. Otherwise, not noteworthy. 

Physical Examination: T: 99-101, P 80 
(RSR) R: 30, BP 110/60. Well developed, 
well nourished, elderly lady in moderate dis- 
tress. There was no palpable peripheral lym- 
phadenopathy. ENT: essentially negative. 
There was no postnasal drip. The trachea was 
in the midline. There was no neck vein dis- 
tention. There was no palpable mass in the 
breasts. The right chest had very poor excur- 
sion and there was dullness with markedly 
diminished fremitus and sounds in its lower 
half. No rales or rubs could be elicited. There 
was no calf tenderness or peripheral edema. 
The rest of the physical examination was not 
remarkable. 

Laboratory Data: Urinalysis (—). Hgb. 
11 (Het: 34). WBC: 6,000-10,000 with 
normal differential ESR: 10-30 mm. (cor- 
rected). AFB studied on sputum (X 3), gas- 
tric washings (X 3) and bronchial aspiration 
were all negative. Cytological studies on spu- 
tum (X 3), uterine cervix and bronchial aspir- 
ation were also (—). Viral studies (—). Cold 
agglutination (—). Skin tests for tb., cocci- 
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dioidomycosis, brucella and histoplasmosis were 
all (—). Liver chemistries were norma! ex- 
cept for reversed A/G (1.8/4.5) confirmed by 
electrophoresis. Bence Jones (X 3) (—). LE 
preps (X 3) (—). 

Chest films, including tomographies, re- 
vealed right pleural effusion and a rounded 
density of 1.5 cm. in the pectoral segment of 
the RUL, near the 4th rib, radiologically inter- 
preted as appearing more inflammatory than 
neoplastic in nature. IVP (—). Sigmoidos- 
copy (—), BE (—), GI (—), GB (—). 

Hospital Course: Cough and chest pain 
were the major symptoms during the entire 
hospitalization and patient did not respond to 
any therapy. She received two weeks of peni- 
cillin followed by four weeks of tetracycline 
with nystatin, without much effect on her fever. 

The right chest was tapped three times at 
intervals of a few days and each time no more 
than 200 ml. of fluid could be obtained. These 
were straw-colored and slightly turbid speci- 
mens which clotted shortly following aspiration. 
Cytological and bacteriological studies (includ- 
ing AFB) were negative with all specimens 
(Sp. Gr.: 1017). Chest fluoroscopy revealed 
that the right diaphragm was fixed and that 
there probably was little free fluid but mostly 
pleural reaction. Bronchoscopy demonstrated 
evidence of extrinsic pressure on the interme- 
diate bronchus; this was thought to be caused 
by the fluid. (Gyn. consultation revealed no 
pathology. ) 

Following extensive studies over a two- 
month period, during which time needle biop- 
sy and exploratory surgery were proposed and 
refused by the patient, she was discharged. 
She was readmitted three months later because 
of weight loss in addition to persistent symp- 
toms. This time, the chest films showed in- 
crease in size of the RUL lesion, and P.P.D. 
+2 was 3 plus for the first time. She was 
started on antituberculous therapy, given three 
units of blood for a falling hemoglobin, and 
a thoracotomy was performed. 

Dr. ALBERT DUNN: On the initial chest 
film there is evidence of a moderate right 
sided pleural effusion. This obscures the de- 
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tailed study of the underlying parenchyma. 
However, the upper third of the right lung and 
the entire left lung appear free of parenchymal 
disease. The cardiac and aortic silhouettes are 
within normal limits for size and contour. 

On a subsequent study, three weeks ater, 
there is considerably less pleural fluid present 
in the right hemithorax. However, there is now 
demonstrated a sharply marginated round den- 
sity, approximately 2 cm. in diameter, near 
the lateral chest wall opposite the hilum on 
the right side. 

In addition there is a smaller but similar 
rounded density overlying the anterior aspect 
of the right second rib. It is also noted that 
there is decreased aeration and volume of the 
right middle lobe. The right leaflet of the dia- 
phragm is also more evident and appears to be 
mildly elevated. There is no evidence of hilar 
or mediastinal adenopathy. 

Three months later there has been a re- 
accumulation of the pleural effusion at the right 
base and an increase in the size of the nodular 
densities in the right lung. 

There is also now some widening of the 
superior mediastinum on the right which may 
be due to extension of the pleural fluid along 
it or to enlarged paratracheal lymph nodes. 
Discussion 

Dr. WILLIAM W. FIELD: The course of this 
woman’s illness extended over a three-month 
period. During this time the cardinal symp- 
toms were: persistent cough minimally pro- 
ductive, low-grade fever, dyspnea even at rest, 
pain in the chest, and weight loss. 

A review of the past history revealed that 
the woman was a non-smoker and that she 
had a slight non-productive cough for many 
years. There is an additional history of chronic 
constipation and fatty food intolerance which 
raises the question of biliary tract disease. The 
sinus condition and headache, I believe, can 
be dismissed as non-contributory to the present 
illness. 

An insidious onset marked the beginning of 
the trouble in the chest in this patient, and 
throughout the course of the illness the disease 


1229 


3 

¢ 

‘ 

2 


seemed to be limited to the chest area. It is 
important to note that the woman was in 
moderate respiratory distress all the time, and 
the first sign of trouble was the appearance of 
pleurisy with effusion. Dyspnea is frequently 
a major finding in pleurisy with effusion. Fur- 
thermore, the effusion was recurrent. Repeated 
chest taps were followed by recurrence of the 
fluid. At no time was the pleural fluid de- 
scribed as hemorrhagic; instead, straw-colored 
and slightly turbid specimens were recovered, 
and these specimens clotted following aspira- 
tion. 

When the patient arrived at the Roosevelt 
Hospital, which was approximately two weeks 
after she first sought medical attention, a 
parenchymal lesion was found in the right upper 
lobe. This is described as being a solitary 
lesion, a rounded density of 1.5 cm., “appear- 
ing more inflammatory than neoplastic;” in 
other words, I assume, rather diffuse and not 
sharply demarcated. This lesion increased in 
size over the observation period, and this fact 
is quite helpful to us. 

Scrutiny of the laboratory data reveals only 
a moderate anemia, a normal to slightly ele- 
vated white blood count, a very slightly elevated 
sedimentation rate. Repeated AFB studies 
were all negative and so was the PPD until 
late in the course of the disease when the 
PPD +2 became 3+ for the first time. 

A reversed A/G ratio was found, and this 
is a very frequent finding in tuberculosis, sar- 
coidosis, the myeloma family, and in chronic 
febrile state. It is not very specific for any- 
thing. 

Skin tests for Brucella and the mycotic group 
were all negative. 

Probably on the basis of the recurrent pleu- 
risy with effusion and fever, she was thought 
to have a bacterial infection and she received 
penicillin and tetracycline but without good 
effect. Chest fluoroscopy then revealed fixation 
of the right diaphragm, and this should lead 
one to think seriously of malignancy. Needle 
biopsy and exploratory surgery were then pro- 
posed but turned down by the patient. There- 
after, following the finding of a positive PPD 
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#2 and a definite increase in the size of the 
right upper lobe, lesion antituberculous ther- 
apy was begun. One can be quite sympathetic 
with this approach to the problem, however, 
I have never seen fixation of the diaphragm 
with tuberculosis. 

The problem resolves itself into a discussion 
of the causes for a parenchymal shadow as 
described, associated with pleurisy with effu- 
sion. Tumors of the chest need to be consid- 
ered seriously and it is difficult, in view of the 
progressive nature of this disease to think seri- 
ously of the benign tumors. The chondromas, 
myomas, fibromas, angiomas and hamartomas 
are slow-growing and are generally symptom- 
less; they tend to be x-ray findings unless they 
cause pressure or hemorrhage. Pulmonary 
angioma is a disease of infancy and early adult 
life. The hamartomas should show stippled 
calcific deposits by x-ray. The bronchial ade- 
noma, rather common in females, usually re- 
veals itself by atelectasis and not by isolated 
peripheral parenchymal lesions. Furthermore, 
hemoptysis is so common in bronchial ade- 
noma that it is difficult to make the diagnosis 
without this symptom being present. 

Metasatic tumors are frequently found in the 
chest, especially from kidney, thyroid, breast. 
prostate and large bowel. A metastatic tumor 
is always possible in a history of this sort, but 
if so, the primary site must be silent indeed. 
There is no clue or hint in any part of the 
protocol to suggest a primary site other than 
in the chest itself. 

A great majority of tumors arising from the 
bronchus, i.e., bronchogenic, are centrally lo- 
cated and show metastases to the regional 
lymph nodes. No hilar masses were described 
in this case. Peripheral types are not common, 
however, they do occur. Their margins are 
often described as fuzzy and in such situations 
may be readily confused with infectious lesions. 
The alveolar-cell carcinoma is much rarer than 
bronchogenic disease but is noted to involve 
the periphery of the lung. It may start as a 
single lesion and then develop daughter lesions, 
the so-called pulmonary adenomatosis. It oc- 
curs in people past 40 and is characterized by 
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a stubborn cough productive of water mucous 
sputum and severe dyspnea. According to the 
literature, the pleura is not usually involved. 


Malignancy 

Malignant involvement of the pleura is many, 
many times more common in the form of meta- 
static disease than in the form of primary 
tumors of the pleura. Occasionally, an endo- 
thelioma or mesothelioma is encountered. Two 
types of this malignancy are described, i.e., a 
common nodular type and a rare diffuse type. 
It is hard to distinguish the two by x-ray. 
Hemorrhagic pleural effusion is common with 
both primary and metastatic malignancies of 
the pleura. 

The characteristics of the fluid does not 
distinguish them. As I said, secondary in- 
volvement of the pleura from the parenchyma 
is ever so much more frequently encountered 
than primary involvement. 

Of the infectious diseases to be considered, 
tuberculosis should produce either a fresh, 
soft, poorly demarcated lesion in the lung 
parenchyma with hilar lymph node involve- 
ment or more extensive involvement with 
fibrosis and possible cavitations. None of this 
fits with the x-ray description. Furthermore, 
the PPD was negative and then turned posi- 
tive. If the shift was in the other direction, 
i.e., from positive to negative, a period of 
anergy might be postulated due to overwhelm- 
ing tubercular infection. However, no AFB 
were isolated from sputum, stomach contents, 
or pleural fluid. 

Histoplasmosis comes in many forms from 
pneumonic to calcific. The skin test was nega- 
tive. No calcium is described, and there is no 
history of exposure. 

Coccidioidomycosis frequently produces an 
upper lobe lesion, fan-shaped, radiating from 
the hilar with involvement of the lymph nodes. 
Nothing like this is described and the skin test 
was negative. 

Actinomycosis usually involves the lung and 
pleura with extension to the ribs, in the form 
of periosteal proliferation. Blastomycosis pro- 
duces a diffuse pneumonic infiltration. There 
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FIGURE 1 = Lung tissue replaced by acinar cords of 
cells. Psammoma bodies on the left (H. and E. x 240). 


FIGURE 2. Psammoma body (H and E x 480). 


FIGURE 3 Invasion of the pleura. The outer surface 
of the pleura is free of tumor (H and E x 100). 
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is little in the protocol to suggest any one of 
the mycotic family. 


Lymph 

It is hard to think of sarcoid without lymph 
node involvement. The reversal of A/G ratio 
and the negative PPD becoming positive are 
faintly suggestive of this, however. 

In summary then, this woman had three 
months’ history of progressive difficulty with 
her chest; her cardinal symptoms were per- 
sistent cough, dyspnea and right chest pain; 
in this situation I would most certainly look 
for a malignancy. Metastatic disease to the 
chest and especially to the pleura must be 
seriously considered; however careful research 
of the protocol fails to reveal a primary site. 
Without lymph node involvement for pneu- 
monic infiltration, bronchogenic carcinoma in 
this non-smoker seems less likely to me. A 
mesothelioma, primary tumor of the pleura, 
might well describe the findings in the pleura 
but does not explain satisfactorily to me the 
absence of hemorrhagic pleural fluid nor the 
gradually enlarging solitary parenchymal 
nodule. 

To my way of thinking, a primary alveolar- 
cell carcinoma is most likely, with the primary 
in the nodule described the right upper lobe 
and secondary metastases to the entire pleura 
with fixation of the right diaphragm. 


Pathology 

Dr. RUDOLF GARRET: A_ wedge-shaped 
piece of firm, white tissue, measuring 1.4 cm 
in the largest diameter, was received for 
examination. 

The biopsy was taken from the pleura and 
subpleural tissue. 


The pleura was thickened due to prolifera- 
tion of fibrous tissue. The lung underneath 
the pleura was replaced by tumor (Fig. 1), 
consisting of atypical epithelial cells, lining 
irregular tortuous spaces, or forming solid 
sheets. The tumor cells were embedded in 
fibrous stroma. 

The nuclei of tumor cells were moderately 
pleomorphic and hyperchromatic. The cyto- 
plasm of tumor cells was pale eosinophilic, 
with occasional mucicarmine positive vacuoles. 
There were occasional psammoma bodies seen 
(Fig. 2). The pleura was covered by unre- 
markable adipose tissue and only the inner- 
most part was invaded by tumor (Fig. 3). 

The histological diagnosis was alveolar cell 
carcinoma, synonymous with terminal bron- 
chiolar carcinoma, and/or pulmonary adeno- 
matosis. 

This diagnosis is based on histology of the 
biopsy, assuming that the primary tumor in 
the ovary or thyroid gland was ruled out. 

Malignant mesothelioma of the pleura may 
reveal similar histological picture; however, 
the tumor involved the lung tissue underneath 
the pleura and not the surface of the pleura, 
as would be expected in a malignant meso- 
thelial tumor. 

Psammoma bodies present a not very specific 
finding, encountered in carcinomas of the 
ovary, thyroid, alveolar carcinomas of lung, 
and in papillary mesotheliomas. 

Alveolar cell carcinomas of the lung appear 
to be of multicentric origin. They often mimic 
inflammatory lesions on x-ray examination 
and even on gross examination of the lung. 


Final Pathological Diagnosis: Alveolar cell 
carcinoma of lung. 
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OFFICE SURGERY 


Catheterization of the 


Male Urethra 


C atheterization is a necessary 
office procedure for a large variety of diseases 
and diagnostic procedures; it is also one of the 
operative procedures where the slightest dis- 
regard of a step in the technique might cause 
grave damage. 


Anatomy 


The understanding of the anatomy of the 
urethra is the key to the technique of catheter- 
ization. 

The uretha consists of three parts: 

1. Pars Prostatica, situated in the pelvis. 

2. Pars Membranosa, situated in the per- 
ineum. 

3. Pars Cavernosa, situated in the penis. 

The upward directed concave curvature of 
the subpubic curvature is fixed; the downward 
directed concave curvature of the prepubic 
curvature can be straightened out by lifting the 
penis. The pars pendulosa of the penis is freely 
movable, the pars membranosa is firmly fixed, 
the other parts are slightly movable. The lumen 
at the external and internal orifices and at the 
pars membranosa is narrowed. The lumen at 
the pars prostatica, the fossa bulbi, and the 
fossa navicularis is wider (Fig. 1). 
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Technique 

Catheterization should be attempted first 
with a straight soft Nélaton catheter; if this 
is unsuccessful then with a soft catheter with a 
Mercier curve; if this is also unsuccessful the 
rigid catheter should be tried and finally cath- 
eterization with a woven silk catheter should 
be attempted. The size of the catheter should 
be 20-22 Charriére; If this appears too thick 
then a smaller caliber should be tried (Fig. 2). 

The patient is placed on his back, the but- 
tocks are elevated by a hard cushion, the legs 
are spread apart and are somewhat externally 
rotated, the knees are slightly bent. A urinal 
or kidney basin is placed between the thighs 
of the patient. The operator stands at the 
left side of the patient. 


Catheterization with Rubber Catheter 


The orifice of the urethra is cleansed with 
a mild disinfecting solution. The left hand of 
the operator grasps the penis at the coronary 
sulcus and elevates it by a slight traction so 
that it becomes vertical to the long axis of the 
body. Slight pressure upon the glans with the 
thumb and index finger causes the orifice to 
gape. A few drops of a sterile lubricating jelly 
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navicularis 
urethrae 


Median section of the genito-urinary 


tract showing the shape and dimension of the 
lumen in the urethra, the passage way of the 


catheter. 

a. pars prostatica. 
b. pars membranosa. 
c. pars cavernosa. 


Catheter gauge for French scale 


(Charriére) catheters. (Actual size) 


are inserted into the gaping orifice (Fig. 3a). 

The right hand which is covered with a 
sterile glove grasps the sterile catheter, upon 
which has also been placed a few drops of 
a sterile lubricating jelly, close (about 1% 


1234 


inches) to its tip and pushes this length of 
the catheter slowly into the urethra (Fig. 3b). 
Immediately at its insertion the catheter may 
encounter a slight resistance caused by the fold 
of the mucosa at the upper wall of the urethra 
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a. Insertion of lubricating jelly 
into the orifice of the urethra. 


Method of insertion of a soft catheter. 


b. Insertion of a soft catheter 
with sterile gloved hands. 


(Guérin’s fold), or by the pouch of the fossa 
navicularis at the lower wall of the urethra. 
These obstacles can be easily overcome by a 
slight twisting of the catheter. The further in- 
sertion of the catheter is accomplished by 
successive grasping of the catheter a similar 
short distance above the urethra and pushing 
it into the urethra. Make sure the parts of the 
catheter to be inserted remain sterile and do 
not lie on contaminated areas during first part 
of insertion. This same procedure is repeated 
until the catheter reaches the bladder. The 
catheter usually glides easily through the 
cavernous part of the urethra up to the bulbus. 
As the bulbus an existing pouch of the lower 
wall of the urethra might offer a resistance to 
the further gliding of the catheter, as the 
catheter might push against the blind ending 
of the pouch instead of entering the narrowed 
membranous part. If this occurs the obstacle 
can be overcome by pulling the penis with 
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more force, by retracting the catheter slightly 
and by slightly lowering the penis and catheter; 
then the catheter can be pushed forward by 
short shoving motions. The patient is requested 
to take a deep breath to avoid any reflex con- 
traction of the perineal musculature. The ap- 
pearance of the urine indicates the entrance 
of the catheter into the bladder. 

If no sterile gloves are available one can 
use two sterile anatomical forceps (ribbed 
forceps) to insert the catheter with unsterile 
hands. A straight clamp may also be used for 
this purpose. In this case either the patient or 
an assistant holds the penis in the required 
position (Fig. 3c). 


Catheterization with Rigid Catheters 


Catheterization with rigid (metal) catheters 
is accomplished in three stages. 

1. The right hand of the operator holds 
the metal catheter at its distal end parallel to 
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FIGURE The method of pressing the 
catheter from the perineal side up- - 
ward to aid its passage into the bladder. 


the long axis of the patient’s body and in mid- 
line of the patient’s abdomen, so that the curve 
of the catheter is directed upward and the tip 
downward. The left hand of the operator 
grasps the penis at the coronal sulcus and 
glides the penis over the lubricated catheter as 
far as it is possible without moving the catheter, 
which is held in an unchanged position (Fig. 
4a). 

2. At this point the catheter is past the 
cavernous part of the urethra and lies at the 
bulbus urethrae. By very gentle manipulation, 
the catheter is raised slowly to vertical posi- 
tion but not deviating from its position in the 
median line. The tip of the catheter is now 
glided through the membranous part of the 
urethra (Fig. 4b). 

3. The tip of the catheter is now at the 
prostatic urethra and, by gently pressing with 
its tip against the anterior wall of the urethra, 
the catheter is slowly lowered between the 
thighs, until its axis is parallel with the long 
axis of the patient’s body, with its end pointing 
distally towards the feet of the patient. By 
this manipulation, the catheter is passed through 


the prostatic urethra and enters the bladder 
and allows the urine to flow out (Fig. 4c). 

The insertion of a metal catheter is accom- 
plished by lever action alone and never by 
forcible pushing the instrument into the 
urethra. 

The most frequent difficulty encountered in 
passing a metal catheter occurs when its tip 
catches in the pouch of the bulbous urethra 
just as the entrance of the narrow and inelastic 
membranous urethra. This difficulty can be 
overcome by retracting the catheter slightly and 
then proceeding again with slight lever action. 
One can aid the passing of the catheter at this 
point by pressing its tip from the perineal side 
upward with the index finger of the left hand 
(Fig. 5). 

The removal of the catheter is accomplished 
by reversing the phases of the procedure of 
insertion. 

Semisoft woven catheters are inserted in a 
similar way as rigid catheters. Rubber and 
woven catheters should be given special care 
to avoid deterioration, which makes their use 


unsafe. The following methods will preserve 
them for safe use for a prolonged period of 
time. 


Sterilization 

1. Autoclaving for ten minutes at 250 F. 
with fifteen pounds pressure is the best method. 

2. Boiling for five to ten minutes is not an 
efficient method and should be used only if 
other methods are unavailable. 

3. Cold sterilization should be with solu- 
tions which contain no phenols, cresols, or 
other rubber solvents. 

Catheters deteriorate when oversterilized 
and might crack if bent during sterilization. 

Catheters should be kept in a cool dark 
place away from electrical equipment, fluores- 
cent lights and other devices which might emit 
ozone. Contact with oils, copper or manganese 
should be avoided, and one should not permit 
hot catheters to touch any metal. 
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Remember 


Remember when this picture 
entitled “Doctor dispensing medi- 
cine to sick ‘shoeshine boy’ ” could 
have been taken? ... Boys wore 
“straight pants,” not knickers, 
shorts, or “long” pants? . . . Caps 
such as that on the back of the 
chair were the vogue? . . . All boys 
had hooks on their shoes?... 
Doctors really “gave” medicine? 


Photo: The Bettman Archive, New York City 


EDITORIALS 


PERRIN H. LONG, 


THE FATE OF THE “ELDER-CARE” PROGRAM 


At the time of this writing (September 1961) it would appear 
that the King-Anderson Bill which, if enacted, would provide 
medical care for all individuals of sixty-five years of age or over, 
as part of the Social Security program, will not be brought to a 
vote in this session of Congress. Just why this Bill which was so 
much of a “must” in the platform of the Democrats in 1960 has 
not been sponsored more actively and energetically by the White 
House in the last session of Congress, has been puzzling. Congress 
has held but two hearings on it to date. Whether the failure to 
concentrate on the King-Anderson Bill is an example of let’s do 
“first things first,” or whether it seemed better tactics not to push 
Chairman Mills (Dem. Ark.) of the House Ways and Means 
Committee (where such a bill gets under way), and who voted 
against a comparable bill last year, remains to be seen. Of course, 
there may be another reason for the backers of this Bill to go 
easy with it in this session. Next year is election year. With a 
lobby of about seventeen million elderly voters who are being 
lined up to push for the chactment of this piece of legislation, 
congressmen up for re-election, and who have opposed the Bill 
previously, may well “re-evaluate” the merits of the proposed 
measure. An election year will certainly help the purposes of 
the sponsors of this Bill. 

We have noted previously (MEDICAL TIMES, Vol. 89, No. 2, 
P. 862, 1961) that a Gallup. Poll indicated that a substantial 
majority of people in all voting age-groups favored the Bill as 
currently proposed. Pressure groups made up of oldsters such as 
Emeriti are becoming increasingly active. Former Representative 
Forand (Dem. R. I.) who is a pioneer in Elder-Care legislation 
has formed the “National Council of Senior Citizens for Health 
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Care through Social Security” to lobby for the 
King--Anderson Bill. The Council’s head- 
quarter’s which have been opened, are proxi- 
mal to Capitol Hill where ex-Congressman 
Forand has many friends. 

Attacks on the Kerr-Mills Act which was 
passed in the summer of 1960 are increasing. 
The Assistant Secretary of HEW has recently 
testified that but slightly more than ten 
thousand elderly people received medical at- 
tention under the provision of this Act in the 
first six months of its existence. HEW also has 
reported that about one-half of the forty-three 
states which currently offer medical care to 
old age assistance beneficiaries have done any- 
thing to improve their programs for Elder- 
Care. Then too, the plans, as set up lawfully 
by many of the states, fall very short of the 
benefits which are glowingly listed in the Kerr- 
Mills Act as being eligible for matching funds, 
and Secretary Ribicoff has consistently pointed 
out that these differences in benefits offered 
between the states are “not fair to the elderly.” 
Furthermore, as Senator McNamara has said: 
“The states are already experiencing difficulty 
in financing other essential programs. . . . The 
danger emerges therefore that the economic 
burden of the medical assistance for the aged 
program will tend to restrict the scope of bene- 
fits and the aged population to be covered, and 
thus fail to meet the long-range legislative in- 
tent of the program.” As we pointed out some 
time ago, and as Colorado, New Mexico and 
Washington have learned, Elder-Care can be 
really expensive. 

Then to go back to recent polls, Republican 
Wendall, of New Jersey, is quoted as “express- 
ing astonishment at a 20% return to 60,000 
questionnaires mailed out, reports a 62.5% 
yes vote for the King-Anderson Bill.” In a like 
vein, Republican Representative Schniebeli of 
Pennsylvania reported that his constituents 
were fifty-nine percent in favor of the King- 
Anderson Bill. 

With all the pressures which are being built 
up and the fact that next year is election year, 
it is difficult to see how amendments and modi- 
fications of the present Kerr-Mills Act, prob- 


(VOL. 89, NO. 11) NOVEMBER 1961 


ably incorporating some sort of a plan to place 
Elder-Care under Social Security, can fail to 
pass unless overwhelming opposition develops. 
Furthermore, when a leading State Insurance 
Commissioner, Charles R. Howell, of New 
Jersey, writes in a letter to the Wall Street 
Journal (August 25, 1961): “Despite the fine 
progress the insurance industry is making, and 
despite the fact that I strongly resist the con- 
tinuing unnecessary encroachment of the Fed- 
eral Government upon the rights of states, I 
am not yet convinced that private insurance 
has an adequate answer to the social needs 
which our Federal system of Social Security 
provides and proposes.” 

We believe that the points we have pre- 
sented are definitely “straws-in-the-wind” rela- 
tive to the push which will be made in the next 
Congress to enact the King-Anderson Bill. 
Those of us who feel that the proposal is finan- 
cially unsound, and hence, if enacted, will 
eventuaily constitute a fraud on our people, 
should redouble our efforts to defeat this Bill. 
We must marshall our forces, get our figures 
in line, and do everything in our power to 
convince our representatives in Congress that 
the King-Anderson Bill is not the answer to 
the needs of the elderly for medical care. Let’s 
not give up. If we have to go down, let’s go 
down fighting. 


EXPERIENCE IS A DEAR SCHOOL 


(BUT THE DEPARTMENT OF DEFENSE 
DOESN’T EVEN LEARN IN THAT SCHOOL) 


One of the major complaints during W.W. I 
and W.W. II was that the professional com- 
plements of Ready Reserve Medical Units, the 
doctors, dentists, and nurses, were ordered to 
active du*y with their unit, and then did nothing 
but drill and march, pack and unpack for 
months and months and months. Historically, 
the calling to active duty of the Massachusetts 
General Hospital Unit +6 in W.W. II was an 
excellent example of this thoughtless and stupid 
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policy. Following W.W. II, the medical pro- 
fession was assured on numerous occasions 
that this would not happen again. In 1948 
Secretary Forrestal told your Editor that neither 
he, nor could he imagine any succeeding 
Secretary of Defense, would be so thoughtless 
as to order to active duty scarce professional 


Medical Units will be ordered to active duty 
with all of their professional people. This is 
a waste of scarce professional personnel and 
is sheer nonsense. Except for the commanding 
officer and executive officers, the professional 
complements of Ready Reserve or National 
Guard Medical Units should not be ordered to 


personnel and then let them cool their heels 
doing nothing professional. 
But it has happened again. Ready Reserve 


duty until the unit is about to be deployed! 
Mr. McNamara, do you know about this? Do 
you permit such bad practices? 


Harvey B. Matthews, M.D. 


After a long illness, Dr. Harvey B. Matthews, of New 
Canaan, Connecticut, died on September 19, 1961, at 
the age of 78. 

Dr. Matthews, an obstetrician and gynecologist, was a 
member of the editorial board of the American Journal 
of Obstetrics and Gynecology and wrote various articles 
on those subjects. He served as associate editor of 
MEDICAL TIMEs for 25 years. 

He was born in Webberville, Texas, and was graduated 
from the University of Texas. In 1909, he was graduated 
from the College of Physicians and Surgeons, Columbia 
University. During most of his career he had practiced 
in Brooklyn. 

At various times, Dr. Matthews was attending physician 
or consultant at 22 hospitals in the New York, Long 
Island and Connecticut areas. He had been director of 
the Department of Obstetrics and Gynecology at Coney 
Island, Caledonian and Trinity Hospitals, all of Brooklyn. 

Since 1915 he had been associated with the Long Island 
College of Medicine, where he was named Professor 
Emeritus of Gynecology and Obstetrics in 1950. 

Dr. Matthews has served as chairman of the section on 
obstetrics and gynecology of the American Medical 
Association and had been a past president of the New 
York Obstetrical Society. 

He was consultant to the Children’s Bureau of the 
United States Department of Labor, the Planned Parent- 
hood Federation of America and the New York City 
Department of Health. 

Surviving are his widow, Emma L.; two sons, Harvey 
B., Jr., and John G., and six grandchildren. 
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THE LONG AND SHORT OF IT 


From Your Editor's Travels and Reading 


ON THE STATE OF OUR ARMY, Part I 


The seventh annual meeting of the Associa- 
tion of the United States Army held Septem- 
ber Sth to 8th, at the Sheraton-Park Hotel, in 
Washington, D.C., was interesting from sev- 
eral points of view. First of all, the members 
and guests of the Association had an oppor- 
tunity to compare the papers presented at this 
meeting with those presented at previous meet- 
ings insofar as “inside” information was con- 
cerned. The general opinion was that as far 
as the military speakers were concerned, they 
were under wraps. Secretary of Defense Mc- 
Namara’s G(ag)-Boys in the Pentagon ap- 
peared to be in full control. Secondly, all of 
the top Brass of the Army (Chief of Staff, 
Commanders of the European, Pacific, Carib- 
bean Theaters and of the Continental U. S. 
Army, etc.) were present and spoke. Thirdly, 
representatives of the West German (hard to 
believe), French, Italian, Thai, Peruvian and 
Guatemalan armies were present and presented 
papers. Fourthly, the registration at the meet- 
ing was about four thousand, and the subscrip- 
tions to the annual George Catlett Marshall 
dinner ($12.50) were sold out months in 
advance. Fifthly, excellent addresses were 
given by Secretary of State Dean Rusk, Assist- 
ant Secretary of Defense Paul H. Nitze, and 
Secretary of the Army Elvis J. Stahr, Jr. These 
talks did not show the evidence of blue- 
pencilling which was suspected or actually 
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known from what was said or inferred in the 
presentations of several of the uniformed 
speakers. Finally, one can say that this annual 
meeting was very pleasant, because, as always, 
it really is a homecoming or a family reunion 
of those, who for one reason or another, have 
become deeply interested in what we will call 
the family of the United States Army. We 
will not discuss what was said in a chronolog- 
ical manner; rather we will take up the re- 
marks of the various speakers by echelons of 
command, by missions involved, and by geo- 
graphical areas. 


@ PoLticy TaLKs—Obviously, the most 
important of the talks delivered before the 
Association was that of Dean Rusk at the 
George Catlett Marshall dinner on the last day 
of the meeting. To quote Secretary of State 
Rusk: “The United States emerged from the 
second world war at a pinnacle of power never 
before achieved by any nation. Our produc- 
tive facilities were incomparable and, alone 
among the larger industrialized nations, were 
unscathed by bomb or shell. We had a great 
army and the mightiest sea and air forces the 
world had ever seen. These were deployed 
around the globe on every sea and continent. 
We had developed a fantastic weapon, and we 
alone had it. 

“One thinks of Lord Acton’s thought that 
‘Power tends to corrupt and absolute power 
corrupts absolutely.’ It has been refuted by 
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the course pursued by the United States in 
the last sixteen years. 

“It is not a small thing in the history of the 
world that a nation with supreme, well-nigh 
unchallengeable, power turned away from the 
exploitation of that power, from the corrupt- 
ing policies which power could entail. We 
committed ourselves wholeheartedly to build- 
ing a peaceful world order based on the prin- 
ciples which were written into the United 
Nations Charter. 

“We took a leading role in creating the 
United Nations. I know of no better state- 
ment of the enduring purposes of the foreign 
policy of the American people than Articles 
1 and 2 of that Charter. 

“Every nation which joined the United 
Nations joined in solemn commitments to re- 
nounce and suppress aggression and to settle 
disputes by peaceful means. Machinery was 
established to facilitate peaceful settlements— 
the Security Council, the General Assembly, 
the International Court. The members pledged 
themselves to use not only these bodies but 
the traditional processes of negotiation, con- 
ciliation, mediation, and arbitration. 

“When one thinks of that great document, 
one remembers the hopes that went into its 
drafting. In the vernacular of the GI, it looked 
as if ‘man almost had it made.’ 

“We not only abided by the principles of 
the United Nations and dedicated ourselves to 
constructing the sort of world envisioned by 
the Charter. We also moved to dismantle our 
own military power. In fact, we disarmed 
unilaterally and precipitously. By the end of 
1946 we had no single Army division and no 
Air Force group ready for combat. (Italics 
ours, Ed.) 

“We still had an atomic monopoly. But we 
proposed to divest ourselves of atomic weapons, 
too. I was on the General Staff when Hiro- 
shima occurred. I remember a remark of a 
colleague: ‘War has turned upon and de- 
voured itself, for no human purpose can be 
achieved by war under these conditions.’ We 
as a nation believed that. We presented a 
plan for the international control of atomic 
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energy, to assure that it would be used only 
for the peaceful benefit of all the peoples of 
the world and to avoid the kind of nuclear 
arms race which is subjecting the world to 
terror today. We most earnestly endeavored 
to get the United Nations to put that plan 
into effect. Our efforts were frustrated by one 
member: the Soviet Union... 

“That declared policy of non-cooperation, 
plus modern weapons—plus the Soviets’ ter- 
roristic threats to employ those weapons— 
gives dramatic content to the words used by 
Thomas Hobbes in describing the law of the 
jungle: ‘nasty, brutish, and short.’ 

“Why have these hopes which we are con- 
vinced are the hopes of most of mankind, been 
frustrated? Why have all our efforts borne so 
little fruit? The central reason is that one 
government refused to join with the rest in 
building the kind of world the United Nations 
Charter envisioned and, instead, embarked 
upon a course of aggression. 

“The Soviet Union contemptuously re- 
neged on its wartime pledges to permit self- 
determination in Eastern Europe. It sup- 
ported an aggression against Greece, thinly 
disguised as a ‘civil war.’ It tried to intimidate 
Turkey into yielding concessions which would 
have jeopardized the independence of Turkey 
and exposed other nations in the eastern Medi- 
terranean and beyond to aggression. 

“Counting on economic chaos as its ally, 
the Soviet Union sought to extend its dominion 
into Western Europe. In 1948, in violation 
of its agreements with the Western Allies, it 
blockaded Berlin, denounced the quadripartite 
control machinery for Germany, and set about 
making the part of Germany which it occupied 
a political and social segment of the Soviet 
Union itself. Then came the aggression in 
Korea. A little later came the ruthless sup- 
pression of Hungary. 

“One incident after another has made it 
quite clear that the Soviet Union will not tol- 
erate self-determination by any people over 
whom it can extend its sway. One incident 
after another has demonstrated that it is not 
prepared to work toward a world of law. As 
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one Soviet representative put it: ‘The law is 
like the tongue of a wegon: it goes in the 
direction in which it is pointed.’ Or, as other 
representatives have put it: “The Soviet Union 
will not submit its interest to decision by any- 


. one else.” Such a policy—and its corollary, 


the Troika, which would paralyze the Execu- 
tive functions of the United Nations — tor- 
pedoes the possibility of law, of adjudication, 
of mediation, of peaceful settlement, peaceful 
adjustment of conflicting interests. . . . 

“The months ahead will be critical months 
and much will turn on the issue of Berlin. 
President Kennedy has called it ‘the great 
testing place of Western courage and will, a 
focal point where our solemn commitments, 
stretching back over the years since 1945, and 
Soviet ambitions now meet in basic confronta- 
tion.’ He has called upon our own people and 
upon our Allies to undertake fresh sacrifices 
to give the free world the additional strength 
we shall need to keep the peace or to meet 
the dangers which might arise . . . 

“At the very time he called for greater 
strength, President Kennedy said, ‘We shall 
always be prepared to discuss international 
problems with any and all nations that are 
willing to talk—and listen—with reason . . . 
If they seek genuine understanding — not 
concessions of our rights, we shall meet with 
them. . . . We cannot negotiate with those 
who say ‘what’s mine is mine and what’s yours 
is negotiable.’ 

“If peaceful processes are to succeed, they 
must be given their chance. This means that 
unilateral action taken against the vital inter- 
ests of the free world in West Berlin could 
only court disaster. There have been threats 
and implied threats of such action in recent 
weeks, with particular regard to allied air 
traffic into Berlin. These threats have been 
rejected promptly and in the most solemn 
terms by the Western powers. I spoke earlier 
of clarity. It is possible for those who do not 
understand democracy to make a mistake 
about these matters—by listening only to the 
voices they wish to hear, by confusing debate 
with disunity, by reading a desire for peace 
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as a willingness to yield. These are mistakes 
which Moscow cannot afford and which man- 
kind cannot afford.” 

By the time these words are published, it 
is likely that the answer, if not in, will be 
on its way. Then we will know whether hind- 
sight or foresight is the better. 

The second major speaker at the policy 
level, Assistant Secretary of Defense, Paul H. 
Nitze, spoke with remarkable preciseness, 
clarity and seriousness relative to our present 
position in this most dangerous period in our 
history. He did not mince his words. 

“In recent weeks we have seen a series of 
decisions affecting the strengthening of the 
United States Army. I believe we will see fur- 
ther such decisions in coming weeks. It is 
appropriate, therefore . . . to say a few words 
about the world situation which has made and 
is making these decisions necessary. 

“In the first place it is clear for all to see 
that the current crisis is Mr. Krushchev’s 
crisis. He has taken the initiative. He has 
chosen the timing. He has made the demands. 
He has issued the threats. He has specified 
the deadlines. He could call off the crisis if 
he wished to. He is acting in the classic role 
of the aggressor. 

“The crisis focuses on Berlin, an enclave 
with its access routes running through Soviet- 
controlled territory. But the current crisis is 
broader than Berlin. It involves a total con- 
frontation of Soviet Bloc objectives and those 
of the non-Communist world. 

“The Soviet leaders style themselves as 
‘peace lovers; the Socialist camp, they say, 
desires only peace. Let us analyze what this 
really means. Secretary Rusk has already 
pointed out the extraordinary perversion of 
language which allows tvtalitarian regimes to 
style themselves as ‘democracies’ and to label 
Western measures for ‘defense’ as ‘aggression.’ 
In their terms, the West should show its dedi- 
cation to the cause of peace by acquiescing to 
all Soviet demands, even the most outrageous, 
thus helping to prove the Communist dogma 
that the triumph of what they call ‘Socialism’ 
will be achieved without war. . . . As Clause- 
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witz put it very succinctly years ago, the 
aggressor is always peace-loving, for he wants 
to enter the territory of his victim unopposed. 
Claueswitz said war exists for the benefit of 
the defender; it comes about only if the de- 
fender wishes to fight for his vital interests 
rather than surrender them. 

“Let us turn now to the specific case of 
Berlin. The West’s objectives are simple and 
straightforward: we are committed to pre- 
serve the freedom of the people of West Berlin 
and the viability of the city itself, which means 
there must be the right of free access to Berlin. 
To guarantee that right the continued garrison- 
ing of the city by forces of the three Western 
powers is necessary. The Soviet prime objec- 
tives are to eliminate the window on Eastern 
Europe represented by Berlin — which they 
have in part accomplished by sealing off the 
Eastern portion of the city—and to compel 
at least a de facto recognition of the East 
German state and its present boundaries . 

“Speaking personally, I am convinced that 
there is also a much broader Communist ob- 
jective involved, of which Berlin is merely a 
proving ground. This is to impose on the West 
and on the U.S. by the application of threats 
of force, and terror tactics, a phychological de- 
feat by purporting to demonstrate our impo- 
tence in. the face of the much advertised Soviet 
power... 

“The Soviet decision to resume nuclear test- 
ing is clearly a part of this scheme of intimi- 
dation. The timing of the announcement was, 
in effect, a calculated thumbing of the nose at 
the convocation of nonaligned nations in 
Belgrade. It is said, in essence, ‘we are strong, 
we are armed, we shall do as we please’—in 
direct opposition to the words of our own 
Declaration of Independence, they flaunt an 
‘indecent, disregard’ for the opinions of man- 
kind. 

“The neutral nations believe that the Soviet 
attitude is fixed and unchangeable—an im- 
pression the Soviets have done their best to 
confirm—and that, therefore, it is the West 
which must draw back and, if necessary, 
appease the Soviet Union if World War III is 
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to be avoided . . . But the Communists should 
understand that though democracies have great 
patience and forebearance, there eventually 
comes a point where one more straw will break 
the camel’s back of that forebearance. Any 
interference with our essential rights in Berlin 
must be viewed by us as the straw that breaks 
the camel’s back . . . 

“In meeting the Berlin — or other Com- 
munist challenges, general nuclear war should 
not be our only recourse. But let me be very 
clear: We must first have nuclear striking 
power before our other capacities to meet 
these challenges can be effective. Thus, one 
of the first tasks to which this Administration 
addressed itself was the strengthening of our 
nuclear deterrent capabilities both for the 
immediate future and the longer range 
future. 

“To achieve this the United States took a 
series of measures. First, we moved to im- 
prove our missile deterrent by emphasizing 
hidden, moving or invulnerable delivery sys- 
tems. We accelerated the program for build- 
ing of the Polaris submarine force. We ex- 
panded the development of the solid-fuel 
Minuteman. We are developing improved air- 
to-ground missiles, such as the Skybolt. 

“Second, to protect our existing bomber 
forces for their nuclear deterrent role, we have 
increased our ground and airborne alert ca- 
pacities and are working to install bomb alarm 
detectors and signals at key warning and com- 
munications points and all SAC bases. 

“Third, we are constructing and improving 
our continental defense and warning systems 
such as BMEWS and the satellite-borne Midas 
system to add precious additional minutes to 
our warning of an attack. 

“Fourth, we are examining with care the 
problem — organizational and technical — of 
command and control of nuclear weapons to 
assure that the decision to use such weapons 
can be responsibly exercised under the author- 
ity of the President and to minimize the risks 
of triggering war by accident or miscalculation. 

“Fifth, as an insurance policy to mitigate 
devastation of our population should there be 
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a nuclear war, we are seriously undertaking a 
program of civilian defense. 

“Finally, in spite of the Soviet resumption 
of nuclear tests, we shall still strongly support 
sensible proposals for achievement of respon- 
sible arms control. 

“. . . For this reason, the second goal of 
the Administration is to strengthen and expand 
the intermediate options in terms of military 
force. In these intermediate options the U.S. 
Army plays a vital role. Our ability to re- 
spond to challenges with increased levels of 
force short of all-out war has been neglected 
in the past. We are doing our best to make 
the necessary adjustments. 

“. . . These include: expanding research 
on nonnuclear weapons; procurement of new, 
longer-range, modern airlift aircraft and more 
sea-lift capacities; modification of tactical 
fighters so they can better handle convention- 
ally armed ordnance items and be better 
adapted for landing and take-off in different 
types of terrain; and modest increases in 
personnel. 

“. . . Ships and planes with tactical air 
power, air-lift, sea-lift and antisubmarine wel- 
fare capabilities are being retained in service 
or reactivated, and the deactivation of certain 
B47 bombers is being deferred. Draft calls 
are being substantially increased. We are fill- 
ing out present Army divisions and making 
certain increases in the Navy and Air Force, 
and Secretary McNamara recently announced 
certain call-ups of the Reserves, reflecting our 
concern for improvement in our readiness for 
combat in event of further deterioration of 
the Berlin situation. I expect that you will 
see more measures to improve this readiness 
in the very near future . . . They are part of 
both a short-term and a long-term effort to 
enhance the capacity of the United States and 
of its allies to fight effectively at the non- 
nuclear level while concurrently retaining and 
improving a strong and ready nuclear deter- 

“In summary, first, we have great nuclear 
capabilities. We are not particularly impressed 
with the Soviet threat to develop nuclear 
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weapons in the 100-megaton range. We are 
not interested in arms of a terroristic nature, 
but rather our nuclear capability is tailored to 
specific tasks. We have a tremendous variety 
of warheads which gives us the flexibility we 
require to conduct nuclear actions from the 
level of large-scale destruction down to mere 
demolition work. I could not, of course, give 
specific numbers, but I can say that the num- 
ber of nuclear delivery vehicles of all types 
which the U. S. possesses provides the flex- 
ibility for virtually all modes and levels of 
warfare. 

“Second, at the same time, we have a grow- 
ing nonnuclear capability with a large growth 
potential. The economic base represented by 
the U. S. and our Western European allies far 
outdistances that of the Communist Bloc. But 
to apply it to the development of enough 
conventional military power to offset fully the 
Communist conventional power will require 
determination, will and sacrifice. I can only 
assure you that as these are called for by 
developments, the Administration will ask for 
them in the full confidence that the American 
people will respond as they always have when 
their leaders lay great issues before them, and 
that our allies will do their share. 

“Today’s Berlin crisis focuses the basic 
issues as to the course of the next hundred 
or so years of the world’s history. We now 
appear to be at a key moment of crisis. The 
next ninety days and beyond may well see the 
test which will decide whether that future his- 
tory will be one of richness and diversity in 
the world or whether it will simply be one of 
bleak conformity to a world-wide totalitarian- 
ism. Even successfully surmounting the chal- 
lenges of the next ninety days or even the next 
year will not solve all our problems. The basic 
Communist challenge will continue. We are 
going to have to meet it on all fronts—political, 
economic, military and psychological—if free- 
dom is not to perish from the face of the earth. 
On the military front, our effectiveness may 
well depend on the number of options which 
we possess and with which we can respond 
flexibly to a wide range of possible provoca- 
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tions. In large measure, it is the ground forces 
of the U. S. Army which will give us this 
military flexibility. .. .” 

Here again our policy towards Communist 
meddling is clearly outlined, and with this 
knowledge of the thinking of the Administra- 
tion in relation to current strategy, one should 
be able to predict what the reactions of this 
country will be to various Soviet actions. 


@ THE GLOBAL FRONTIERS OF THE ARMY 
—The theme of the 1961 meeting of the 
Association of the United States Army was 
the “Army’s Global Frontiers.” The current 
Secretary of the Army, Elvis J. Stahr, Jr., is 
a Rhodes Scholar, a student of Chinese, a 
lawyer by profession, who came to his posi- 
tion as Secretary from the presidency of the 
University of West Virginia. During World 
War II he rose from Second Lieutenant, 
Infantry, to Colonel, Infantry. He is an excel- 
lent speaker and gives his auditors the feeling 
that he knows what he is talking about and 
that he is entirely sincere about what he is 
saying. There is none of the attitude of the 
politician about him. He spoke of the fact 
that no one had “gotten around to writing a 
job description for the Secretary of the Army,” 
but that he would tell how he proposed to 
discharge his obligations. He stated flatly that 
“To back up our sincere desire for peace, this 
Nation has developed the strongest deterrent 
force in history, composed of the powerful and 
ready retaliatory air and missile forces of the 
Air Force and Navy.” But these he said are 
not enough “for the threat is not limited to 
actions which would call for that kind of re- 
sponse.” 

He pointed out that our Army has the 
highest type of personnel in history. It is alert, 
well-trained and morale is high. National 
Guard and Reserve units are at their highest 
peaks of peacetime readiness. Our military 
forces are supported by an unmatched indus- 
trial and social economy, and are served by a 
global transportation system second to none. 
We can support combat anywhere in the world. 
However, there are some drab spots in the 
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military picture, especially as far as the Army 
is concerned. Due to past policies, many reg- 
ular units are not up to strength, and, as a 
result of the concept of “massive retaliation,” 
Army supply levels were permitted to fall 
“dangerously low.” This, coupled with the 
fact that “Budgetary provisions for procure- 
ment of both new and replacement items were 
inadequate for a modern Army with world- 
wide responsibilities” resulted in a definite 
military weakness. In the Secretary’s words: 
“the Army has been under-manned, under- 
equipped and under-used.” 

“This trend toward ‘underplay’ of Army 
potentialities,” he was glad to say, “has been 
halted.” The President has asked for and re- 
ceived from Congress the necessary authoriza- 
tion to build a strong Army, ready for combat 
anywhere in the world. Within months we 
will have eighteen combat-ready divisions; a 
new Special Forces unit, specifically trained 
for counter-guerrilla and other forms of “sub- 
limited” warfare, has been organized, and the 
overall Special Service Forces have been 
doubled. New and replacement material is on 
order or in production. Fire-power, mobility 
and communications are being “beefed-up.” 

Now in the course of all of this, the Secre- 
tary pointed out that he has not been handed 
a signed blank check. He plans “to squeeze 
the most out of every dollar spent.” “This 
money,” he said, “must be spent with imagi- 
nation, discrimination, and good old-fashioned 
cold calculation.” Maximal utilization of man- 
power and materiel will be his aim. 

Secretary Stahr also called on all to develop 
an imaginative approach to the development 
of weaponry. No more should we be guided 
by the philosophy that “What goes up, must 
come down” because, as he pointed out, now 
“If you *hrow it hard enough, it won’t come 
down at all.” “We must eschew the conserva- 
tive approach,” he said, and get completely 
new ideas and concepts. These can set our 
opponents back for years. 

In concluding, the Secretary stated he would 
like to give his views on what his duties and 
obligations are. He said: 
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“I think I can express this by drawing an 
analogy. The Secretary of the Army is some- 
what like a quarterback on a football team— 
but not one of the T-formation specialists you 
see in pro football today—not one of those 
pass-throwing crowd-thrillers who look to the 
bench for the cue for each play. He is more 
like the kind of quarterback most of you re- 
member from the Thirties who, having ab- 
sorbed the instruction and strategy of the 
coaching staff . . . having worked every day 
of the season to learn the strengths, weak- 
nesses, and assignments of each man on his 
team .. . having learned to watch for signs 
of weakness in his opponents—went out on 
the field on Saturdays and called signals the 
best he knew how. And, after calling each 
play he turned into a blocking back, running 
interference for the man with the ball. 

“I expect to call the signals and run inter- 
ference for Army ball carriers. I'll take my 
instructions from the coaching staff—in my 
case the President and the Secretary of De- 
fense—as any good quarterback would, and 
I'll call the signals which set up the kind of 
defense or offense I think they want. At that 
point I'll start running interference. 

“The Honorable Henry L. Stimson, who 
served with great distinction in two separate 
assignments as Secretary of War, must have 
had a similar thought in mind when he spoke 
of the civilian Secretary as having a ‘dual 
function’. ‘As a responsible public official’, he 
wrote, ‘it is his duty to insure that the Army 
serves the broad public interest; as the Army’s 
chief it is his duty to act as the defender of 
the Army against its enemies and detractors.’ 

“Although I agree with Mr. Stimson in 
principle, I don’t honestly believe the Army has 
any real enemies among our own citizens— 
but ignorance, misunderstanding, and mis- 
apprehension sometimes do cause it to have 
detractors. If the Army will—and I intend to 
help it in every way I can—represent itself to 
executive and congressional leaders as a sin- 
cere and honest team player . . . if it will go 
regularly to the people with its true story .. . 
if it will turn its own eyes inward for honest 
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self-analysis, and self-correction when needed, 
I think it will find it has a clear road ahead 
and nothing to worry about except the soldier’s 
venerable task of marching on.” 

In his talk, General George H. Decker, the 
Chief of Staff of the Army, emphasized the 
point that “the Army believes our defense 
should be based on a balance of nuclear and 
conventional weapons and a balance of land, 
sea, and air forces . . . The military threat is 
across the board . . . to neglect conventional 
aims is to invite aggression by conventional 
forces . . . to over build conventional forces 
at the expense of an adequate nuclear deter- 
rent is to invite nuclear blackmail.” He 
pointed out that to make the most of modern 
combat potentials, the Army is going to re- 
organize its divisions (“ROAD 1965”) to 
increase protected mobility for example, and 
that to bolster our forces in Europe each 
infantry division will soon be furnished one 
thousand additional men to improve their 
mechanized strength. We might add here that 
the “ROAD 1965” concept envisages the re- 
organization of the battle groups of the “Pen- 
tomic” division into brigades. 

Furthermore, General Decker pointed out 
that “For modernization in Fiscal Year 1962, 
the Army is authorized 2.532 billion dollars 
for weapons, ammunition, and equipment, as 
compared to the 1.495 billion dollars author- 
ized for this purpose in Fiscal Year 1961. The 
fiscal 61 authorization allowed for the replace- 
ment of depleted and wornout stocks, but for 
little in the way of overall modernization of 
the then 875,000-man Army. The new author- 
ization permits us to meet many of our critical 
needs in modernizing the expanded Army, 
particularly the combat vehicle, aircraft, and 
electronics and communications fields. By way 
of example, we will be able to procure some 
sizable quantities of the modern M-113 arm- 
ored personnel carrier, the modern T-114 
full tracked, command and reconnaissance 
vehicle, and the new M-151 one-quarter ton 
truck. 

“I shall not go into details of the advances 
in design in these vehicles for I believe that 
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this audience is familiar with them. The M- 
113 is lightweight, amphibious, and air trans- 
portable. It will be the basic battlefield per- 
sonnel carrier of the Army. The full-tracked 
T-114 is the first modern command and re- 
connaissance vehicle that we have had since 
World War II; it represents a great advance 
over its predecessor. 

“In the field of Army aviation, the largest 
increase in numbers will be in helicopters of 
the light observation type. We will also be 
significantly stronger in the MOHAWK com- 
bat surveillance, and in the CARIBOU trans- 
port fixed-wing aircraft. In the electronics and 
communications field, we will obtain several 
thousand of the modern VRC-12 radio, which 
will be the standard field set of the Army. The 
VRC-12 represents a significant advance over 
the present AN/GRC 3-8 series, being tran- 
sistorized, lighter in weight, longer range, and 
having an increased number of channels. 

“All of these measures, both in manpower 
and modernization — and the others to be 
implemented — have two characteristics in 
common: each is essential to the security of 


America, and each will require a price to be 
paid by the American people. 

The word “sacrifice” is sometimes used to 
describe the price of national defense, but it is 
difficult to see how the defense of one’s coun- 
try, home, and family can be spoken of en- 
tirely in terms of sacrifice. The outright price 


of defense—in dollars and in nationai effort— 
is tremendous indeed. 

“No better answer can be given as to why 
such a price must be paid, than by paralleling 
the reply of Sir Winston Churchill to the ques- 
tion as to what his country was fighting for 
in World War II. ‘Those who ask what we 
are fighting for,’ Churchill said, ‘would soon 
find out if we stopped.’ In like vein, I can 
say that those who ask what the return is on 
the huge cost of a modern Army may well 
find out if we fail to maintain that Army. We 
can pray that this cost stops at money and 
effort; we can be certain that the expenditure 
of money and effort now is the best possibility 
of forestalling the necessity of sacrificing lives 
later. 

“The dollar price of national defense is 
borne, to a degree, by all citizens. But the 
other great price of defense—that of actively 
serving in the Armed Forces—cannot be borne 
evenly. Clearly, a disproportionate weight in 
the present defense program will be carried by 
the men whose civil careers are interrupted by 
active service, and by their families. I can say, 
however, with the assurance of having heard 
much testimony on the subject, that there are 
few veterans who are not proud of the share 
of the Nation’s defense that they have carried 
personally. I have never known a man to be 
proud of not having fulfilled his duty to his 
country.” 


(To Be Concluded Next Month) 


WHAT'S YOUR EKG DIAGNOSIS? 


Read the EKG and compare your find- 


ings with those of a top specialist. 


SEE PAGE 46a 
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In the beginning practice, a wife can make 
a financial contribution by working in her 
husband’s office. But as the practice 
expands, steeply graduated taxes cut 
sharply into the economic benefits to be 
derived from such employment. 


L. a substantial number of cases, 
wives of physicians are gainfully employed in 
the practice as office assistants. Sometimes this 
is because a physician’s wife prefers to be so 
engaged. More often, it may be motivated 
by economic considerations. 

A physician’s wife, like other wives, may be 
concerned with mounting household bills, heavy 
income taxes and the difficulty of providing for 
the future out of family earnings. 

Employment of a wife in her husband's office 
may start as a temporary expedient but become 
a permanent arrangement. A wife may originally 
take on such office duties to help her husband 
during the first months or years when he is 
struggling to establish his practice. During this 
period, the salary saving which she effects 
through her services may be substantial. The 
small net take-home earnings of the practice 
may be greatly enhanced. 

Unfortunately, as the practice is built up 
and as professional net earnings mount, 
the wife’s financial contribution may become 
less significant. During the first few years, net 
earnings of the practice, before income tax, 
may be increased by the larger part of the 
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Should Your Wife 
Work in Your 


Tice? 
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Beaumont, California 


saving in salary her personal services represent. 
Spendable income may be increased by about 
that amount. 


As the practice matures, however, the net 
financial contribution of the wife sharply 
declines. The financial gap widens between what 
her services are worth, in terms of salary saved, 
and the real additional take-home earnings that 
result. 

“I don’t know what we'd do if I didn’t work 
in the office,” maintains the wife of one young 
physician. She, like many other physicians’ 
wives, believes the salary she saves her husband 
is added in its entirety to the family income. 
Yet, each year, a smaller and smaller part of 
this saving is available for normal, ordinary 
family needs. 


Reality vs. Illusion 


When a wife works in her husband’s office, 
both are disposed to assume the net gain by 
such a working partnership is represented fully 
by the salary saved when the wife displaces a 
salaried assistant. Nothing could be further 
from the facts of such gainful employment. 
Steeply graduated income tax rates make 
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the wife’s contribution to the practice less and 
less significant as her husband climbs into 
higher and higher tax brackets. 

During the first years of struggle to get 
established, a wife may willingly carry a double 
burden. She may work in the office and then 
put in another shift in the home as housewife. 
This is a pace she cannot long maintain. 

Eventually, absence of the wife from the 
home during office hours must result in sharply 
increased household and personal bills. The 
same income tax rates which cut into her 
husband’s take-home earnings, without her 
services, attack her contribution to the practice 
as well. Often, her personal services, though 
eliminating a salary as a cost of doing business, 
throw her husband into a higher tax bracket. 
The direct costs incident to working make 
further inroads into the theoretical savings she 
effects for the practice. 

Even under ideal conditions, the wife of a 
physician may not be able to retain for ordinary 
family needs or investments more than 40 or 
50 percent of the value of her services to the 
practice. In extreme cases, eight hours of work 


in an office may result in only a negligible net 
gain. 


Small Contribution 


“Even though I’ve gone back to work in the 
office, we don’t seem to be any better off than 
before,” bemoaned the wife of one physician. 
With a lucrative practice, she and her husband 
had hoped that her services would underwrite a 
larger investment program. It did not. 

This writer sat down with her and her 
husband and did some quick figuring. 
The result: Irrefutable evidence that her net 
contribution was less than $10 a week. This 
was in the face of the fact that she had reduced 
her husband’s payroll by $70 a week by 
replacing a salaried assistant. This saving 
increased the net taxable income of the practice 
by $70 weekly. 

All outlays due to her employment in the 
practice could not be traced with exactness. 
There was a suspicion that even this $10 was 
not really available for investments. The 
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physician and his wife had the dubious 
distinction of increasing the net earnings of 
the practice substantially without, however, 
bettering themselves financially. They paid a 
higher income tax. 

A frank discussion revealed the following 
discouraging circumstances surrourding the 
wife’s employment in the practice: 

@ A housekeeper was employed to care for 
the home and two small children. 

@ The housekeeper was a poor manager and 
bills increased sharply for household expenses. 

@ There was some expense boarding the 
housekeeper. 

@ On the housekeeper’s day off, the family 
dined out at considerable additional expense, 
sparing the wife extra home work. 

@ The wife’s employment resulted in some 
additional expenses which were directly 
traceable to that fact. 

@ Every dollar of additional net income 
created by the wife’s services was subject to 
income tax, and at the highest bracket rate 
applicable. 


Conservative Example 


To illustrate how the gross value of a wife’s 
services to a practice are whittled down, let’s 
consider a less extreme case. In_ this 
hypothetical case, every factor is weighted 
heavily in favor of such employment. The wife 
has no children. She tries to do most of her own 
housework. She has a cleaning woman come in 
once a week. All breakfasts and dinners are at 
home because the wife is determined her value 
to the practice and her contribution to the family 
income shall not be dissipated. Yet, despite 
her vigilance, she cannot escape certain 
consequences of employment in the office. Here 
they are: 


Gross monthly salary saving ........... . $300.00 


Expenses traceable to or increased 
by the wife being gainfully employed: 
Cleaning woman 4%4 times 

a month 
Extra lunch expense above 

that of eating at home 
Transportation to and from home, 
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due to husband and wife having 
different hours 
Miscellaneous job expenses 
Income tax, 30% bracket 


Total expense and tax 
Net gain traceable to office employment. . . 136.67 


The foregoing example presupposes that the 
wife’s salary savings available to the practice 
throws the taxable net income from the practice 
and other income sources into the 30 percent 
tax bracket. If, however, the wife’s salary 
saving for the practice pushes taxable net 
income into an even higher tax bracket, the net 
salary saving will be even less. 


Wholly Taxable 


A fact often overlooked in connection with 
a wife working in her husband’s practice is 
this: All of the additional net profit of the 
practice that is due to the wife’s services 
is wholly subject to income tax. The costs, 
however, to the physician and his wife which 
make her personal services available to the 
practice, are not tax deductible. These are 
personal expenses. For example, on the same 
day the couple sustain a personal expense of, 
say, $10 for a cleaning woman, the gross value 
of the wife’s services to the practice may be as 
little as $12 or $14. After income tax, the net 
value may be $9.60 or $10.20, assuming a 
30 percent tax bracket. This barely offsets the 
cost of the cleaning woman. 

Moreover, and over a long period of time, 
the personal expenses incident to a _ wife’s 


employment in a practice are bound to rise, 
even if this goes unnoted. This further reduces 
the real value of her services. Starting out 
bravely to carry a double load, both at home 
and in the office, the treadmill of drudgery 
gradually breaks down the wife’s high resolu- 
tion. Little by little more and more household 
services are farmed out to commercial 
companies and individuals. This may easily 
reach a point where a wife’s salary contribution 
to the practice becomes merely an offset to 
the additional expenses incurred by reason of 
her absence from the home. Yet she must still 
carry many of the burdens and responsibilities 
of a homemaker, in fact. 

This discussion is not intended as a defense 
of that old chestnut about “a wife’s place is in 
the home.” Whether a wife elects to be gainfully 
occupied in her husband’s practice is a strictly 
personal matter and one which only she and 
her husband are able to intelligently resolve. A 
good many wives may prefer to work outside 
the home. They may do so without giving any 
thought to the economic implications of such 
employment. They may be happier for doing so. 

If, however, financial considerations are a 
primary factor in office employment, it may be 
profitable for both a physician and his wife to 
take another hard look at the realities of the 
arrangement. On analysis it may be found to be 
less financially rewarding than had been 
assumed to be the case. Certainly as a practice 
becomes more lucrative, there may be less and 
less economic benefit from such employment. 

P.O. Drawer 307 


WHAT'S YOUR VERDICT? 


In this issue and every issue, Medical 
Times presents authentic medico-legal 
cases and their interesting court de- 
cisions. Test your medical magistracy. 
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To provide a measure of protection for your 
family in addition to insurance and savings, 
the author suggests mutual funds as a . 


Worry-Free Investment 
for the Doctor 


f doctor of medicine in private 
practice, unlike other professional groups, is 
not usually covered by social security or other 

pension plans. If he is to have any old-age se- 
curity and protection for his family, it’s up to 
him to provide it. This generally calls for some 
form of investing of surplus funds. 

With a day crowded with seeing patients, vis- 
iting the hospital, reading medical journals, and 
completing health insurance forms, does the 
busy practitioner find time to select and super- 
vise investments? Usually the answer is, no. 
And for this reason, many professional men 
turn to a “supervised” investment through mu- 
tual fund shares. 

A mutual fund represents the money set 
aside by thousands of individuals and pooled 
in one large investment fund. Professional in- 
vestment managers are employed to select and 
diversify investments among a select group or 
a broad cross section of companies and to keep 
these investments under continuous supervision. 
The net income of the fund is paid to the share- 
holders quarterly. 

Through a mutual fund, your dollars are used 
to buy shares of many different individual com- 
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panies, usually in a wide variety of industries. 
Spreading investment ownership among many 
securities is a time-tested investment principle 
to reduce risk and to increase the stability of 
investment return. 


Trained Supervision 

Your investment interests receive the judg- 
ment of men trained in the analysis and selec- 
tion of investment values. Each security owned 
by a mutual fund is carefully chosen and con- 
tinuously checked, as though the management 
organization were working for you individually. 
There is day-to-day supervision; widespread in- 
vestigation of securities’ values through field 
trips to all parts of the country; contact with 
men high in the ranks of the managements of 
leading corporations; thorough analysis of up- 
to-date economic and statistical information— 
all being the ingredients of successful manage- 
ment which you obtain through the ownership 
of shares of leading mutual funds. 

The dividends paid to shareholders are not 
guaranteed, but vary from year to year, de- 
pending on the fund’s earnings. 

However, since the income of the mutual 
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fund comes from a large group of securities, 
continuity of dividend payments rests on a 
broader base than if income came from only 
a few securities. 


Marketability 


Mutual fund shares enjoy a ready market; 
the fund stands ready under normal circum- 
stances to redeem your shares for cash at a 
price based on the market value of its invest- 
ments at the time of the transaction. The 
fund’s prospectus spells out all the conditions 
of redemption. 

Mutual fund shareholders do not have to 
cope with safekeeping, bookkeeping and super- 
visory problems. All cash and securities are 
held in custody by a bank or trust company 
and detail work ordinarily done by an individ- 
ual investor is done by the fund. At the end 
of the year the investor is provided information 
for his tax return regarding the taxability of 
the dividends received. 


Estate Settlement 


The ease of valuation and liquidation simpli- 
fies settlement of estates. One transfer agent 
is dealt with. But more important, mutual funds 
provide continuing investment supervision while 
an estate is being settled, as well as continuity 
of professional management for the surviving 
members of the investor’s family if they elect 
to retain the shares. 

Each investor’s needs and purposes are dif- 
ferent and for that reason there are many dif- 
ferent types of funds. Some deal only in com- 
mon stocks, others deal in bonds, while others 
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mix a little of each. In any event the fund’s 
management selects securities for purchase ac- 
cording to the investment objectives of the 
fund. 


Assets 


Mutual fund shares are expected to total 
$20 billion dollars in value by the end of 1960, 
with four million shareholders. Compare this 
with the 1940 totals of $448 million in assets 
and 296,000 shareholders. 

Ownership of mutual fund shares is not lim- 
ited to individuals. Pension trusts, colleges, fra- 
ternities, insurance companies, banks, business 
corporations, and hospitals are among those 
finding it prudent to make such _invest- 
ments. 


Future 


The past is no guarantee for the future but 
the doctor should keep in mind that the past 
decade has seen a continuing decline in the 
purchasing power of the dollar. Investing in 
mutual fund shares has been a partial hedge— 
through American corporations — against this 
inflation. 

A certain amount of one’s funds are kept 
in insurance or in the bank. But these are fixed 
dollars, losing purchasing power each year. 

A talk with a representative of a firm licensed 
by the Federal Securities and Exchange Com- 
mission and the National Association of Securi- 
ties Dealers to sell funds will reveal various 
methods of investing. It will also help you se- 
lect a fund best suited to your needs and 
objectives. 


Pi 


Founded in 1869, this hospital 
serves as a round-the-clock 
health center for New York 
City’s midtown community. 
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as Hospital, situated in 
the heart of Manhattan, serves a community 
of 400,000 residents and 1,000,000 others who 
move in and out of New York City each day 
to work, to shop or to play. It is Manhattan’s 
oldest, nonprofit, voluntary hospital still oper- 
ating under its original name and on its original 
site. 

Founded in the gaslight era by James H. 
Roosevelt, the hospital came into existence in 
1869, the same year Sir Joseph Lister ushered 
in the era of antiseptic surgery. Ulysses S. 
Grant was inaugurated President of the United 
States that year and New York City’s popula- 
tion totaled but a mere 900,000 persons. 

During its first year of operation, Roosevelt 
admitted 730 patients. Last year, the hospital’s 
90th anniverasry, 10,778 patients were admit- 
ted to the 452 acute-bed general hospital which 
covers an entire city block, bounded on the 
east and west by Ninth and Tenth Avenues 
and on the north and south by 58th and 59th 
Streets on New York’s changing West Side. 

The changes are continuing. The Garrard 
Winston Memorial Building, now under con- 
struction, is expected to be completed in 1962 
at a cost of $10 million. 

Affiliated with The College of Physicians and 
Surgeons at Columbia University, Roosevelt’s 
teaching program began in 1871 with 12 attend- 
ing doctors and one house doctor. Today the 
hospital has 76 house officers and 134 
attendings. 

Roosevelt’s medical and surgical “alumni” 
include, Dr. Charles McBurney, internationally 
famed for his surgery on appendicitis and on 
the common bile duct; Dr. William S. Halsted, 
whose principles of block and spinal anesthesia 
have been credited as among the most impor- 
tant original contributions to surgery ever made 
by an American; Dr. Evan Morton Evans, one 
of the most brilliant and gifted diagnosticians 
and teachers, and Dr. James Ewing, who re- 
ceived world-wide recognition as the foremost 
authority on the pathology of tumors. These 
Roosevelt men left a heritage of service to the 
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patients they treated and to the interns and 
residents they taught. 

Roosevelt Hospital graduates have served in 
almost all 50 states and most foreign countries. 


Internships 

Mixed internships are available at Roose- 
velt. The hospital accepts for medical and 
surgical intern appointments only those doc- 
tors who are registered participants in the 
National Intern Matching Program. 

Today there are eight medical internships, 
appointments are made for one year. The 
interns in medicine and surgery continue for 
an additional year as assistant res:dents. 

In addition to the patients assigned to him, 
the intern routinely sees all patients on his 
service. He is expected to attend the confer- 
ences and seminars arranged for his service, 
and to take part in all the attending and teach- 
ing rounds and in the clinics of the outpatient 
service to which he is assigned. 

Roosevelt Hospital offers residencies in 
allergy, dermatology, gynecology, hand surgery, 
medicine, otolaryngology, pathology, pediatrics, 
psychiatry, radiology, surgery and urology. 
Established programs of resident instruction 
vary according to the division and specialty. 

A unique service offered by Roosevelt is 
the Institute of Allergy, founded by the late 


STIPENDS 


Interns receive $1600 a year. Salaries for 
residents are predicated upon the number 
of previous years of American Training or 
its Canadian or English equivalent. Resi- 
dents with one previous year receive $1900; 
with two previous years, $2300; with three 
previous years, $2800; and with four previ- 
ous years, $3300. 

Members of the house staff not living in 
the hospital’s residence hall receive $500, in 
addition to the above stipends. 
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Photo taken at Roosevelt in 
1900 shows Dr. Charles Mc- 
Burney, the famous surgeon, 
performing an operation. 


Emergency duty. More than 40,000 
Doctors discuss an interesting ward patients are treated here each year. 
case during rounds. 


Daily radiology conferences are open to all staff doctors. 
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Drs. Robert A. Cooke and Albert Vander Veer, 
and established here in 1932. The hospital 
offers a one-year residency in allergy which 
satisfies the requirements for certification by 
the subspecialty Board of Allergy of the Amer- 
ican Board of Internal Medicine and the Amer- 
ican Board of Pediatrics. 


Dermatology 


The Hospital offers a one-year residency in 
dermatology which satisfies one year of the 
three years of training required for certification 
by the American Board of Dermatology and 
Syphilology. 


Gynecology 

The hospital offers a two-year residency in 
gynecology, which satisfies the hospital train- 
ing requirements for certification by the Amer- 
ican Board of Obstetrics and Gynecology. 
There is a well-equipped cytopathology labora- 
tory in the Department of Laboratories, where 
some 5,000 tests are performed annually and 
which offers an opportunity for the study of 
malignant diseases. 

The hospital offers a six-month residency in 
hand surgery to doctors who have completed 
their training in general, plastic, or orthopedic 
surgery. This residency is under the general 
direction of the Surgical Service. The resident, 
concerned with secondary surgical reconstruc- 
tion of congenital and acquired deformities of 
the hand and forearm, assists at the 325 major 
surgical procedures performed each year and 
performs a limited number of operations under 
supervision. Special attention is given to oper- 
ative teaching; lectures are given on the funda- 
mental principles of anatomy. 


Medicine 


The hospital offers a four-year program in 
internal medicine consisting of a one-year mixed 
internship and a three-year residency which 
satisfies the hospital training requirements for 
certification by the American Board of Internal 
Medicine. 

In addition to their assignments to the 
medical, surgical and pediatric services, the 
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LIBRARY FACILITIES 


The hospital operates a library which is 
open at all times and contains reference 
material on all medical subjects. Through 
its library committee, the attending staff 
regularly purchases new volumes and journal 
subscriptions. The library has as well, an 
unusual collection of books on the history 
of medicine and an excellent collection on 
tropical medicine from the estate of the late 
Dr. Thomas T. Mackie. 


medical residents are assigned to the Depart- 
ment of Electrocardiography where they receive 
valuable experience in the interpretation of 
EKG’s and BMR’s. 

The Medical Service is composed of the 
first and second divisions, with each division 
having its chief, attending and resident staff. 
As a community hospital, major emphasis is 
placed on the teaching of clinical medicine. 

The clinical teaching schedule includes the 
monthly general staff conference, clinical path- 
ological conference, and tumor conference; 
weekly instruction periods for residents and 
medical students; daily radiology conferences, 
and daily instruction in the clinics. The two 
chiefs of service conduct formal weekly grand 
rounds at which problem patients are presented 
to the entire medical staff. 


Otolaryngology 

A three-year residency in otolaryngology is 
offered which satisfies the training requirements 
for certification by the American Board of 
Otolaryngology. This service offers highly de- 
veloped teaching and surgical facilities super- 
vised by a large attending staff. 


Pathology 


Roosevelt offers a two-year residency in 
pathologic anatomy which is approved by the 
American Board of Pathology. A request for 
approval of a four-year training program in 
anatomical and clinical pathology has just been 
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Patients await appointments 
in the outpatient department 
at Roosevelt. An average of 
94,000 patient visits are re- 
corded annually at the hos- 
pital's 40 clinics. 


made. The teaching program is under the 
supervision of three full time pathologists, and 
covers the various fields in anatomical pathol- 
ogy such as autopsy, surgical pathology, frozen 
section, exfoliative cytology, and the study of 
bone marrow. 

There are approximately 400 deaths annual- 
ly, with an autopsy rate of 58 percent of ward 
deaths and 43 percent of private patient deaths. 
The cytopathology laboratory offers opportuni- 
ties for the study of early diagnosis of malignant 
disease through some 5,000 tests performed 
annually. 

Microscopic surgical pathology is conducted 
each morning by an attending pathologist. 
with the pathology house staff present. 
Pediatrics 

The hospital offers a two-year residency in 
pediatrics, which satisfies the hospital training 
requirements for certification by the American 
Board of Pediatrics. 

There are formal teaching sessions several 
times weekly, and daily instructive bedside 
rounds. The chief of service conducts weekly 
teaching rounds. At the monthly pediatric con- 
ference, outstanding guest speakers are invited. 
A well-organized course in pediatric cardiology 
is given throughout the year and experience in 
pediatric allergy is offered through the Institute 
of Allergy. There is also close association with 

In 1959 almost 6000 the active pediatric psychiatric unit, and pedi- 
operations were performed. atric X-ray conferences are held weekly with 
an experienced pediatric radiologist conducting 

teaching conferences for the pediatric and 

radiological house staffs. There is an active 
out-patient department that has an annual 
average of 6,000 visits. 
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Psychiatry 
A one-year residency in psychiatry at first, 
second, or third-year level is offered, which 
satisfies one of the three years of specialized 
training required for certification by the Amer- 
ican Board of Psychiatry and Neurology. There 
are 25 attending psychiatrists, a full time occu- 
pational therapist, a full time psychiatric social 
worker, a part time recreational therapist, and 
a number of part time psychologists attached 
to the service. The inpatient service is an open 
one with no custodial cases accepted and only 
patients over 16, who give promise of good 
response, are admitted. There are three active 
psychiatric clinics—adult, child and adolescent 
averaging more than 2,500 visits each year. 


Radiology 

The hospital offers a three-year residency in 
radiology which satisfies the requirements for 
certification by the American Board of Radiol- 
ogy. Training in radiology is divided into two 
years of diagnosis and one year of therapy. 
The diagnostic section of the department con- 
tains ten x-ray machines, of which six are 
combination radiographic and fluoroscopic. The 
therapy section consists of the Henry Harring- 
ton Janeway Clinic which has a 1,000 curie 
cobalt unit, a 250 KV deep therapy unit, and 
a 100 KV superficial therapy unit. The depart- 
ment is authorized for the use of radioisotopes. 
A full time physicist is in attendance, who acts 
as radiation safety officer for the hospital. 
During an average year, 35,000 patients pass 
through the department for a total of 44,000 
examinations, and some 250 patients are given 
3,900 therapeutic treatments. 


Surgery 

Roosevelt offers a five-year program in sur- 
gery consisting of a (one-year mixed intern- 
ship) and a four-year residency which satisfies 
the hospital training requirements for certifica- 
tion by the American Board of Surgery. 

The Surgical Service consists of the first and 
second divisions and embraces all of the im- 
portant surgical specialties except Ophthalmol- 
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EMERGENCY SERVICE 


Surgical and medical residents rotate on 
the emergency service, with three men 
equally dividing the 24-hour shift. Because 
Roosevelt Hospital is located in the heart of 
Manhattan and its two ambulances serve 
the heaviest populated midtown area, its 
ambulances are always on the go. Patients 
brought into the emergency ward provide 
excellent opportunities for the resident to 
get invaluable experience. 

The emergency ward and ambulance 
service operate on a round-the-clock basis. 
Each year, more than 9,000 ambulance calls 
are answered and approximately 40,435 
patients are treated in the emergency ward 
which includes six treatment rooms, a frac- 
ture room with x-ray, a minor operating 
room, and an 11-bed observation ward. 


ogy. Early specialization is discouraged. Tho- 
racic, neurosurgical, orthopedic, plastic and 
general surgery are included in the surgical 
service. 

Daily rounds are made with the chief resi- 
dent and chiefs of service. The two surgical 
divisions have a combined conference each 
week at which the work is reviewed and inter- 
esting cases and diagnostic problems are pre- 
sented. Surgical residents also attend regular 
conferences and lectures. 


Urology 


The hospital offers a three-year residency 
in urology which satisfies the hospital training 
requirements for certification by the American 
Board of Urology. In an average year, the 
resident will perform at least 100 major opera- 
tions under the instruction of the attending 
staff. The Outpatient Department has an 
average of 2,300 visits. The residents perform 
the daily cystoscopy examinations for ward 
and Outpatient Departments under the super- 
vision of the attending staff. There are daily 
x-ray conferences and ward rounds, and a 
monthly comprehensive departmental staff con- 
ference at which all members of the house and 
attending staff are present. 
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CLINICAL RESEARCH EDITOR 


Roosevelt is one of the few hospitals in 
the country to offer members of the house 
and attending staffs the full time services of 
a medical clinical research editor, who pro- 
vides bibliographic and editorial assistance 
to staff members preparing reports and 
papers on their clinical research. Editorial 
assistance includes searching medical litera- 
ture for published articles on specific sub- 
jects, abstracting of articles of special inter- 
est, and writing up of case histories for 
publication. 


Conferences 


Because Roosevelt is a teaching hospital, 
established programs of resident instruction vary 
according to the division and specialty. There 
are general staff conferences for house and 
attending staffs of all services. Lectures and 
discussions on subjects of all types are given 
by the attending or invited speakers. One ses- 
sion yearly is devoted entirely to the presenta- 
tion of selected papers prepared by house staff 
members. 

There is a monthly tumor conference for 
house and attending staffs of all services. Each 
conference is devoted to a discussion of the 
pathological features of one specific group of 
neoplasms with clinical correlations. 

There are monthly clinical pathological con- 
ferences for house and attending staffs of all 
services. Two cases are discussed, with the 
resident doctor making the presentation, the 
pathologist reviewing the autopsy, and the 
radiologist discussing the x-ray findings. 

There are daily x-ray conferences for the 
Department of Radiology open to all services. 

Tissue committee conferences are held at 
regular intervals, attended by the senior resi- 
dents in general surgery and the surgical 
specialties. The committee reviews all preop- 
erative surgical diagnoses in light of postopera- 
tive pathological findings. 


Guest lecturers address the house and attend- 
ing staffs of each service monthly. 

Roosevelt Hospital’s 40 Outpatient clinics 
record annually an average of 94,000 patient 
Visits. 

Patients visiting the clinics, the majority of 
whom are indigent sick, provide the house staff 
with unusual opportunities to treat a wide 
range of illnesses covering practically all dis- 
ease entities. 


Cardiopulmonary Laboratory 

Roosevelt has a cardiopulmonary laboratory 
designed not only for service but also for re- 
search and teaching. 

Medical residents receive training in cardiac 
catheterization, angiocardiography, and pul- 
monary function testing. 

Research efforts are now being focused on 
intracardiac electrocardiography. Residents 
who are particularly interested in doing cardio- 
pulmonary research are encouraged to partici- 
pate. 

In 1959, a pilot surgical research laboratory 
was started, in order to have an experienced, 
well-equipped research organization operating 
as a “going” concern when the new Garrard 
Winston Memorial building is completed. 
Thus, basic research will be carried on at 
Roosevelt as a matter of hospital policy. 

In commenting on Roosevelt’s heritage of 
service, Mr. Peter B. Terenzio, executive vice 
president, pointed out that age alone is not 
the only measure of a hospital’s greatness. 
“With each passing year, we must acquire new 
vigor if we are to keep pace. No matter how 
gratifying the past is to all of us interested in 
the achievements of our hospital, we must now 
focus our energies on the future opportunities 
facing us,” he said. “We will continue to meet 
our challenges by providing a training center 
for the professions and by maintaining a 
round-the-clock health center for New York 
City’s midtown community.” 
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Why do you eat soup, Doctor? 


For more than one reason. Certainly you eat soup because 
you like it, because soup is delicious, because it just hap- 
pens to hit the spot — a savory, hot soup on a cold day, 
or a refreshing, chilled soup when the mercury’s hitting 
the 90’s. But you also eat soup because it’s nutritious, 
because it provides nourishment and fluid which the body 
can readily utilize. 

In this respect, what’s good for you is also good for 
your patients. They can benefit from many Campbell’s 
Soups, and almost every patient will feel his whole out- 
look brightened by a bow] of tasty, nourishing soup. 

Take our 9 kinds of vegetable soups, for instance. You 
see some of their ingredients in our picture. The vege- 
tables are picked at the height of flavor and ripeness. Only 
fine lean beef or tender poultry is used. 


All Campbell’s many different soups are carefully 
blended ... all are naturally good. There’s a Campbell’s 
Soup suitable for nearly every one of your special-diet 
patients — high protein, low residue, high or low calorie, 
with a variety of essential nutrients. 


We have just completed a new series of analyses of 
the nutritional contents of our different soups. We feel 
it will interest you and be of real use. Write 
to us today for your copy. Recommend —— = 
Campbell’s Soups to your patients...and, a eh 
of course, enjoy them yourself. q 


There’s a soup for almost every patient 
and diet, for every meal. 


Campbell Soup Company, Camden, New Jersey — 
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WESTWARD HO! 


An Easterner Takes to the Great Outdoors 


A. every GP knows, for a family 
physician in a suburban community to take a 
vacation, he’s got to ‘get out of town’ or else, 
no vacation. I’m no exception to the rule. 
And since to detach myself from a ringing 
telephone, I must also detach myself (at least, 
temporarily) from my only source of income, 
there’s no sense at all (I tell myself) in stick- 
ing too close to home. 

Usually, medical conventions (sometimes in 
‘convenient’ far off places) provide a good 
excuse—and noteworthy tax deductions—for 
my exodus from town. (The real truth is that 
my wife and I need no excuse to travel—just 
time and money.!) However, even the most 
conscientious doctor who keeps up to date on 
his conventions can’t get away with it forever— 
not if he has children. We have three, a son of 
14 and two daughters, 11 and 8—delightful, 
but determined offspring. Our vacation plans 
for the summer of °59 didn’t jell until the 


MATCHLESS: What can compare with the unspoilt beauty of Lake Louise or Peyto Lake in the Canadian Rockies? 


O beautiful, for spacious skies 
for amber waves of grain, 
for purple mountain’s majesty 


across the fruited plain... 


HOWARD R. SEIDENSTEIN, M.D. 


children had their say. Then they rather 
forcefully let us know that they’d seen mighty 
little of America—‘“except for Hyde Park and 
Poughkeepsie”—and they wanted to see more: 
the great West, the deserts, the mountains, the 
Grand Canyon. . . . That’s how ‘I’ decided that 
that summer the whole family would take the 
Grand Tour of the United States and Canada— 
while time and money held out. 

When I am planning a trip, it doesn’t surprise 
me to find that books, magazines, papers and 
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ea PHENAPHEN 


(Basic formula) 
In each capsule: Phenacetin (3 gr 194.0 mg.; 
acetylsalicylic acid (24% gr.) 162.0 mg.; hyos- 
cyamine sulfate 0.031 mg.; and phenobarbital 
CA gr.) 16.2 mg. 


PHENAPHEN No.2 


PHENAPHEN with Codeine Y% gr. 


PHENAPHEN No.3 


PHENAPHEN with Codeine gr. 
PHENAPHEN No.4 
PHENAPHEN with Codeine .....................005 1 gr. 


SUPPLY: Bottles of 100 and 500 capsules. 
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sedative-enhanced analgesia 


To each “‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN 


PHENAPHEN' “™ CODEINE 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow's with persistence 
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NORTH OR SOUTH: No matter from what rim you see it, the Grand Canyon is majestic and grandiose. 
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the like feature the places I expect to visit 
and this trip was no exception. From my gas 
station attendant I received a really excellent 
map, some expense folders and other useful 
brochures. That very Sunday the New York 
Herald Tribune Magazine Section featured a 
National Parks blurb plus a “send this coupon 
and receive” and so for a $1.00 investment I 
received dividends of a large colored map and 
a list of all the parks, monuments and forests 
and more picnic grounds than I could visit in a 
lifetime.* 

The travel bureau of the Canadian 
Government, having gotten word (from my gas 
station attendant, I believe!) that I was going 
park-seeing, came through with some handsome 
literature, including places to stay in the Jasper 
and Banff areas. Even the Provincial 
Government of Alberta got into the act, too. 
Within two weeks, through the courtesy of the 
Minister for Northern Affairs and National 
Resources, I had enough material for many a 
long winter nights’ study. Fortunately, I enjoy 
the planning almost as much as the trip, for 
study I had to and did. 


* Editor's Note: The Superintendent of Documents, 
U. S. Government Printing Office, Washington 25, D. C.., 
is another good source of descriptive literature on 
National Parks and Monuments. 
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Armed with my maps, brochures, newspaper 
and magazine articles—and the services of my 
local travel agent—I soon came to the 
conclusion that driving, my original idea, was 
impractical. I, as well as the family, would have 
to suffer through 400 to 500 miles of driving 
per day at various points of the trip. So, instead, 
with the help of my travel agent, I worked out 
an itinerary that could be covered both by air 
and rented car. To keep expenses down and 
still take in as much territory as possible, we 
flew a great circle taking advantage of family 
rates, meals on planes, return fare discounts, 
etc. In all, we covered almost 13,000 miles in 
31 days with nary a slip-up: no connections 
were missed and there were no undue delays. 
Except for 20 continuous hours of rain at 
Moraine Lake in Canada and four middle-of- 
the-night hours of rain in Phoenix, we had 
perfect weather. In short, we enjoyed ourselves 
so thoroughly that we recommend you follow in 
our footsteps. (Epitor’s Note: There’s no 
time like the present: Nothing is more lovely 
than the National Parks in autumn when the 
leaves are turning.) 

First on our list of “must sees,” were the 
Canadian Rockies. When you go to Europe 
or an accessible area such as the Caribbean, you 
would normally fly to the place you plan to 
visit. National parks are another proposition 
altogether: they aren’t ideal spots for receiving 
DC 7’s and Viscount prop-jets. So when we 
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wouldn’t you 
want it to be: 


see how closely these ATARAX 
advantages meet your standards: 


efficacious 


remarkably 
well tolerated 


palatable 


« Atarax appeared to reduce anxiety and restlessness, improve 
sleep patterns and make the child more amenable to the develop- 
ment of new patterns of behavior....’! 


“The investigators were impressed with the lack of toxicity 
and minimal side effects which were observed even after long- 
term use.””2 


Delicious ATARAX syrup pleases even the balkiest patient. 


Dosage: For children: under 6 years, 50 mg. daily; over 6 years, 50-100 mg. daily; 
in divided doses. For adults: 25 mg. t.i.d. to 100 mg. q.id. Supplied: Tablets 10 
mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 


Syrup, : mg. per cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 


References: 1. Freedman, A. M.: Pediat. Clin. North America 5:573 (Aug.) 1958. 
2. Nathan, L. A., and Andelman, M. B.: Illinois M. J. 112:171 (Oct.) 1957. 


3. Santos, I. M. H., and Unger, L.: Ann. Allergy 18:179 (Feb.) 1960. 4. Litchfield, 
H. R.: New York J. Med. 60:518 (Feb. 15) 1960. 
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flew to Edmonton, Alberta, we weren’t really 
interested in Edmonton, but it was a fine spot 
to pick up a car to tour the Jasper and Banff 
national parks and Calgary was an ideal place 
to drop it off and take off for Vancouver and 
Victoria! 

While travelling we tried to find accommo- 
dations which best reflected the particular 
charm or characteristic of each locale we 
visited. In Edmonton, a rapidly growing and 
new city, we stayed at a modern motel. In 
Jasper, where we were in really rugged country, 
we put up at the Edith Cavell Chalet, a rustic 
but more than adequate haven with good 
cuisine at reasonable prices. 

At Moraine Lake—there is a lovely spot!— 
we lodged at the Log Cabins on the lake. The 
crackling logs in the fireplace were more than 
welcome on that chilly July 4th. This place, 
with all its rusticity and amiable hosts and 
hostesses, charmed us as few other spots have 
done. As for scenery, well, it was Holiday 
Magazine’s “Place of the Month” sometime 
after our visit and they couldn’t really have 
improved on it in the interim. No place I ever 
visited deserves the accolade more. Unfortun- 
ately, poor weather shortly after our arrival 
forced us into the more sumptuous surround- 


To Our Readers: 


Do you have a personal travel story 
which you think may be of interest to other 
MEDICAL TIMEs physicians? Perhaps in the 
past few years you went on an especially 
interesting fishing trip, took a motor tour 
around the country, vacationed in Mexico 
or some other picturesque corner of the 
world. If you would like to share your 
travel experience with other readers of this 
journal, just send us a brief outline of your 
story before you tackle the article. Write to: 

TRAVEL Epitor, MEDICAL TIMEs, 

1447 Northern Blvd., Manhasset, N. Y. 


ings at the Banff Springs Hotel. More for the 
kids to do on a rainy day, reasoned I; golf for 
Pop, says my wife! Though deservedly famous 
for location, golf course, pools and other 
facilities, it palled on the children. “Too stuffy,” 
was their unanimous vote! 


View from the Top 


Mt. Norquay would never have had the 
pleasure of my company at its summit had it 
not been for my masculine pride. Though I was 
content to look at the view from the ground 
floor, so to speak, our 8-year-old girl insisted 
on going up in the chair lift. How was I going 
to let an 8-year-old, and female at that, make 
a sissy out of me? I’m not exaggerating when 
I say that scores of hesitant adults found the 
courage for the ascent in watching her. (I 
realize how “chicken” this may sound to many 
skiing enthusiasts, mountain climbers and 
others of their breed; but to repeat, I—and 
scores of “landlubbers” like myself—would 
have been content to watch from below.) For 
those who do make the ascent, the view of the 
Bow River Valley and the village nestling on 
its banks is the best thing in the area, but far 
less inspiring than Jasper. 

By chance alone, we dropped our car at the 
Calgary airport just as the Stampede Parade 
was breaking up, a special thrill for the 
youngsters who enjoyed seeing the cowboys 
and covered wagons. Best of all was the cowboy 
band “serenade” at the air terminal—they knew 
we were leaving I told the kids; but even the 
youngest wouldn’t buy that! 

At Victoria it had to be the Empress, of 
course, the epitome of old English charm. Once 
again my wife and I enjoyed ourselves, but I 
don’t think the children were properly 
impressed: the finer nuances of different 
cultures (or scenery, for that matter) are a little 
beyond children of that age. 

Not so Mt. Ranier, at our next stop. This 
really impressed us all, as did Seattle with its 
lovely Lake Washington and environs, espe- 
cially the public facilities for swimming. We 
took advantage of them when the weather was 
above 90 degrees at the lake. Less than two 
hours before, we had been at snow-covered 


Yakima Point! Continued on page 128a 
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Think Clean! 


Detergent, mucolytic, antibacterial, penetrating...these are the qualities that establish 
Trichotine as the leading vaginal cleanser—both as a therapeutic measure unto itself, 
and as a cleansing adjunct to therapy.’* Because it is detergent, Trichotine is better 
able to penetrate the rugal folds and remove mucus debris, vaginal discharge and 
cervical plugs.'* Surface tension is 33 dynes/cm. (vinegar is 72 dynes/cm.) 

Trichotine affords prompt relief from itching and burning'*°—is non-irritating —leaves 
your patient feeling clean and refreshed. Trichotine establishes and maintains a normal, 
healthy vaginal mucosa in postmenstrual, post-coital or routine vaginal cleansing, as well 
as in therapy. Whenever you think of a vaginal irrigant, think of the better detergent 
cleansing action of Trichotine. - = ® 
detergent action for better vaginal irrigation Trichotine 


AVAILABLE: In jars of 5, 12 and 20 oz. powder. REFERENCES: 1. Stepto, R. C., and Guinant, D.: J. Nat. M. A. 53:234, 1961. 
Q. Karnaky, K. J.: Medical Record and Annals 46:296, 1952. 3. Folsome, C. E.: Personal Communication. 4. MacDonald, E. M., 
and Tatum, A. L.: J. Immunology 59:301, 1948. 5. Lawrence, E. D.: West. J. Surg. 58:236, 1950. 
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OVERWH ELMING: That is 
Yosemite National Park in a 
nutshell, whether it be the 
giant sequoia trees, the im- 
posing "El Capitan" or the 
breathtaking Bridal Veil Falls. 


If accommodations are chosen to suit the 
area then the ones at the Mark Hopkins surely 
are in order. But then even if unsuitable, who 
could do better? The cheerfulness of our rooms, 
the view, Muzak, the service—these were things 
to spoil one and spoil they did. The only 
drawback was that the fog rolled in at 3:45 
P.M. daily, spoiling the view from the Top of 
the Mark at cocktail time and from the cocktail 
lounge a little before 3:45, though we had a 
similar view from our own room at all hours. 


The Kids Really Were ‘Livi 


However, only the top of one of the hills 
would be suitable for San Francisco and so in 
a way it was only fitting that the zenith of the 
trip for the youngsters was atop Nob Hill. There 
at the Fairmount, Jimmy Rodgers sang directly 
to their enthralled hearts as they sat at a 
ringside table in one of the Fairmount’s supper 
rooms (the early show of course!). What with 
the autographs and meeting Jimmy personally 
(courtesy of the wonderful maitre d’), the 
Jimmy Rodgers’ story definitely topped Mt. 
Robson, and that’s over 12,000 feet! 

Almost as fast as rubbing Aladdin’s lamp, 
we were once again among nature’s wonders in 
Yosemite—but in keeping with this beautiful 
sight, this time to the Ahwahnee, whose decor 
was enough to subdue the young *uns. Match- 
less scenery and then a rocket-like swing along 
the Cypress Coast to Monterey and Carmel 


FOR THE YOUNG AT HEART: Whether you are six or 
sixty, and do your sightseeing on foot or by riverboat, 
Disneyland will charm all who come to it. 
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(amation announces a new product 


A CHOCOLATE DRINK 
SWEETENED 
WITHOUT SUGAR! 


ADVANTAGES OF A CHOCOLATE FLAVORED DRINK 
SWEETENED WITHOUT SUGAR 


i Contains no refined sugar (sucrose). Provides all the flavor 
satisfaction of a chocolate drink without contributing to caries 
problems as they are influenced by sucrose. 


High in essential milk protein, with a favorable calcium- 


phosphorus ratio as well. Provides 507% more calcium and pro- 
tein when added to milk. 


Low in calories. Supplies only 78 calories per glass when made 
with water—even less than nonfat milk. 


Economical. Costs about 14¢ per quart compared to 20¢ or more 
for conventional sugar-sweetened chocolate-flavored drinks. 


FREE SAMPLES OF 
CARNATION INSTANT MIX FOR 
FOR 5 CHOCOLATE FLAVORED DRINK 
FREE SAMPLES Please send me 5 sample packettes of Carnation Instant Mix for 
USE THIS Chocolate Flavored Drink. 
POSTCARD 
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4 ADDITIONAL REASONS FOR RECOMMENDING 
a CARNATION CHOCOLATE FLAVORED DRINK 


ty To increase milk intake. Many children and adults do not drink 
: enough milk, thus depriving themselves of valuable nutritional 
elements. When added to milk, Carnation Chocolate Drink promotes 
milk consumption without the disadvantages of sucrose sweetening. 


To replace other beverages. The desire for soda pops and other 
sugar-sweetened drinks can be satisfied by Carnation Instant Choc- 
olate Drink, which provides nourishment as well as refreshing flavor. 


COMPOSITION AND NUTRITIVE VALUE OF CARNATION 
; INSTANT MIX FOR CHOCOLATE FLAVORED DRINK 


Composition: Per Quart 
Nonfat milk solids are combined with a Reconstituted 
medium-fat Dutch process cocoa, stabi- ; 


calcium ‘cyclamate (Sucaryl-Abbott®)— 3.8 em. 


9.65%, and caicium saccharin—0.12%. 876 mg. 
The last two ingredients are non-nutritive Phosphorus ............... 1,120 mg. 
artificial sweeteners used in small amounts 0.23 mg. 
and provide no calories. /mportant Note: Riboflavin (Bz) ........... 1.29 mg. 
No refined sugar (sucrose) is used. 314 


*Reconstituted: 143 cups Instant Mix (90.5 gm.) added to 354 cups water-—makes 1 quart 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, HOME OFFICE: LOS ANGELES 


BUSINESS REPLY MAIL | 
3 2 Ne postage stamp necessary if mailed in the U.S. California 
} FOR 5 
POSTAGE WILL BE PAID BY a pee 
USE THIS 
CARNATION COMPANY 


2390 West Pico 
Los Angeles 6, California 
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and back to the airport, whence we were 
whisked south to Los Angeles. We didn’t stop 
until we reached La Jolla, our next head- 
quarters for a few days. This quiet seaside 
community, probably the loveliest in southern 
California, contains a number of beautiful 
apartment motels wholly in keeping with the 
sedate charm and modern architecture of the 
area. After weeks of “hoteling” we welcomed 
our own kitchenette and bar: it was such a nice 
quiet place to retire to after a quick trip to Tia 
Juana, where (provincials that we are!) we all 
thanked the Almighty that we lived on our side 
of the imaginary line—although we had all 
spent a most interesting day on the other side. 

If one is going to stop at Anaheim—and 
millions do—it’s to see Disneyland. What could 
be a better choice than the Disneyland Hotel, a 
busy, bustling, beehive of activity catering to 
children of all ages and doing such a splendid 
job that both young and old are delighted with 
the accommodations as well as the deservedly 
famous Amusement Park. Our youngsters 
enjoyed every minute of it—except the one 
when they discovered that Mommy and Daddy 
had seen Lucy and Desi and their children 
while they were lost on Tom Sawyer’s Isle! 
Nonetheless, Jimmy Rodgers still was first in 
their affections! 


No Swimming 


For the fabulous world of make believe that 
is the Los Angeles-Hollywood area, no place 
is quite as appropriate as the Beverly Hills 
Hotel—or so we thought. We had told the 
children of our previous experiences at this 
lovely hotel—breakfast in our own garden, 
the palatial polo lounge, the lovely lanai 
lounge, the movie stars, the style shows (official 
and unofficial). . . . The children were in 
seventh heaven as we pulled up in front of 
the marquee, back of a swiftly disappearing 
(no autographs!) Dean Martin. The first small 
disappointment of no private lanai for our 
rooms quickly vanished when a basket of 
flowers delivered to the children’s room had 
them all aglow. It mattered little later when 
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they discovered the flowers were for Mrs. 
Bennett Cerf, the previous occupant; they’d 
had their day. Next, for a swim in the famous 
pool. Did I say swim? Dozens of people 
“draped” themselves over every inch of the 
pool area; nary a one in the water: in short, 
practically a virgin pool for the youngsters 
who are excellent swimmers and no competi- 
tion off the boards for the middle one who is 
a tremendous diver. Alas, a sign informed us 
that all human animals under the age of 14 
were ineligible for the pool after 1 PM. The 
most “decent” looking, acting, behaving and 
dressed members of society—our children!— 
were automatically barred by this obnoxious 
rule of the management. Regretfully, we took 
off for less green but, nonetheless, more pleas- 
urable pastures. 

Our La Jolla experience put us right in the 
mood for the Del Capri in Westwood, a really 
excellent apartment motel. From this “home 
base” we soon acquainted our young folks with 
the delights of Chasin’s, House of Murphy, 
La Rue’s, Romanoff’s, Sportsman’s Lodge and 
the like. I think it is quite a tribute to their 
mother that they followed, when she led on the 
next leg of our journey, to the Sands at Las 
Vegas. Had they known that they were barred 
from any and all gambling including the five 
cent slot, I think they’d have remained in LA. 
One must admit that an air conditioned suite 
at the Sands is appropriate in practically every 
way in this sand encircled gambling-made oasis. 

Continued on the following page 
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With Johnny Mathis, Eddie Fisher, George 
Gobel, Milton Berle, Jack Benny, and others 
in show business to entertain us (to say nothing 
of the Spectacles des Nues of recent vintage), 
we sure were eating high off the hog. 

The time soon came to leave man-made 
luxury for nature’s ruggedness once again and 
so, with bankroll intact (!?) (and water bag in 
tow), we were off in a cloud of dust for Zion. 
The cloud of dust is literal as one crosses the 
desert, but the lovely grandeur of the temples 
at Zion National Park, are well worth the dry 
dusty drive and are a must on any National 
Park tour. Except for camping areas, there is 
only the one lodge available with modest bunga- 
lows but it is more than adequate. Believe it 
or not, here again we came right in time for 
another celebration (no, not in our honor! )— 
Pioneer Day in Utah. 

The country became even more rugged as 
we approached the fairyland that is Bryce— 
in contrast, the cottages actually seemed luxuri- 
ous for our overnight stay. The Rangers here 
took the place of celebrations. Their talks are 
a regular feature of this masterpiece of nature, 
but even though they were not “specially for 
us” we enjoyed every bit of it. 

The car trip to the North Rim of the Grand 
Canyon and subsequently past the Vermillion 
Cliffs and across typical cowboy-western-movie 
country, through a Navajo reservation, (this 
latter part our second longest but fascinating 
hop) can be made in such fast time that it 
was not tiring. However, though we saw both, 
I do feel that one rim of the canyon is suffi- 
cient on a trip of this sort. The canyon is mag- 
nificent from either side; it makes little differ- 
ence whether it is North or South. 

The ride to Phoenix was the longest and 
to all of us the most uninteresting part of the 
trip. The heat was uncomfortable even in an 
airconditioned car and the desert here isn’t too 
much different from other more picturesque 
deserts we had passed. Phoenix itself offers 
most attractive motel as well as hotel accom- 
modations. We chose one with an inviting 
swimming pool on the airport side of the city 
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so that the following day we could make a fast 
getaway for New Orleans. 

My bargain hunting instinct was responsible 
for this next stop: New Orleans in mid- 
summer! My wife and I had loved the French 
Quarter on sight in 1942. After Centerville, 
Mississippi, and Camp Van Dorn, it looked 
like heaven. On this trip it still seemed heav- 
enly albeit the climate was more like the other 
place! For less than $75 (extra) we were 
able to show this historic spot to our three 
children, and to relive some of the pleasanter 
memories of World War II. The Monteleone 
with its air conditioning was even more de- 
lightful than we had remembered. Solari’s is 
still lovely for breakfast, for its rareties of 
foods, pastries and liquors, but it surely has 
shrunk in size compared to the new giant super- 
markets! Antoine’s did not impress the chil- 
dren who are not yet connoisseurs enough to 
appreciate food for its own sake. Ramos Gin 
Fizzes at the Roosevelt, the Absinthe House, 
The Court of the Two Sisters, Jackson Square, 
Pirate’s Alley, the wharf area, all brought back 
delightful memories. The food at Arnaud’s was 
fit for the gods and our children proved to be 
the keys which unlocked the treasure chest of 
Arnaud’s private patio and the famous collec- 
tion of Mardi Gras costumes. 


And Home... 


New Orleans, or at least the Vieux Carre, 
is almost unreal, almost Disneylandish. To me, 
at least, it was an appropriate jumping off 
place for our return to every day living and 
the prosaic and the humdrum. A few short 
hours was all that was necessary for the con- 
version. And when a few short hours after that, 
I awakened in my own bed to a new day, to 
my rounds at the hospital, to my office hours, 
patients and their problems, all of it almost 
seemed like a dream—but a dream my wife 
and I could recall with profit and happiness for 
the rest of our days. As for the children, there 
can never be another “in my whole life I’ve 
never been any place . . .” unless, of course, 
space travel becomes such a part of everyone’s 
thinking, that transcontinental jaunts like ours 
may well become the equivalent of “. . . ex- 
cept for Hyde Park and Poughkeepsie.” 
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A DISTINCT THERAPEUTIC ENTITY* 
Restores and maintains skin’s normal protective acidity — speeds natural 
healing and helps sensitive skin resist irritants and infection. 


A NOTABLE VEHICLE 

Special water-miscible, evaporable base assures better dispersion, greater 
concentration of active ingredients in contact with skin — increases response 
through its own therapeutic action. 

*Supplied: in Creme and Lotion (pH 4.6) 


WHY ACID MANTLE? 


ee 


IN THE TREATMENT OF STUBBORN 
DERMATOSES, YOU CAN EXPECT 
RESULTS LIKE THESE WITH 


COR-TAR-QUIN 


pH 5.0 
Response of 113 Patients 
with various skin disorders to Cor-Tar-Quin Creme and Lotiont 

Condition | improved 
Seborrheic dermatitis | 37 31 6 0 
Neurodermatitis 4a 18 n 1 
Atopic eczema | 7 | 9 0 
Tinea cruris | 3 1 1 1 
Other dermatoses 4 16 4 12 ; 0 
TOTALS 113 6154%) 50 144%) 212%) 

tAdapted from Olansky, S. 


“Especially effective” for lesions characterized 
by SCALING, LICHENIFICATION AND INFECTION 


Description: Cor-Tar-Quin is a unique topical creme or lotion, combining 
micro-dispersed hydrocortisone alcohol, 42%, or liquor carbonis deter- 
gens 2% and diiodohydroxyquinoline 1% in the Acid Mantle® vehicle. 


Reference: (1) Olansky, S.: Antimicrobial-Steroid-Tar Combination in Treatment of 
Subacute and Chronic Dermatoses, J.M.A. Georgia 50:398 (Aug.) 1961. ose 
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Calendar of Meetings 


A listing of important national and international medical conferences 


NOVEMBER 
Bethesda, Md. International Conference on Measles 
Immunization, Nov. 7-9. Contact: Public Health 
Service, National Institutes of Health, Bethesda 14, 
Md. 


Columbus, Ohio. Urinary Stone Conference, Novem- 
ber 10-11. Contact: Dr. Chester C. Winter, Divi- 
sion of Urology, Ohio State University Health Center, 
410 W. 10th Ave., Columbus 10, Ohio. 


Detroit, Mich. International Symposium on the Eti- 
ology of Myocardial Infarction, Nov. 16-18. Contact: 
Dr. Thomas N. James, Henry Ford Hospital, De- 
troit 2, Mich. 


Nassau, Bahamas. Bahamas Conference on Medical 
and Biological Problems in Space Flight, Nov. 12-17. 
Contact: Mr. Irwin M. Wechsler, P. O. Box 1454, 
Nassau, Bahamas. 


San Francisco, Cal. International College of Sur- 
geons, Western Regional Meeting, Nov. 19-22. 
Contact: Dr. Walter F. James, 1516 Lake Shore Dr., 
Chicago 10, Ill. 


DECEMBER 
Chicago, Ill. American Academy of Dermatology 
and Syphilology, Dec. 2-7. Contact: Dr. Robert R. 
Kierland, Mayo Clinic, Rochester, Minn. 


New York, N. Y. The Academy of Psychoanalysis, 
December 9-19. Contact: Dr. Joseph H. Merin, 
The Academy of Psychoanalysis, 125 East 65th 
Street, New York 21, N. Y. 


Nassau, Bahamas. Bahamas Surgical Conference, 
Dec. 27-Jan. 6 Contact: Mr. Irwin M. Wechsler, P. O. 
Box 1454, Nassau, Bahamas. 


JANUARY, 1962 
Caicutta, India. Asiatic Congress of Obstetrics and 
Gynecology, Jan. 23-25. Contact: Subodh Mitra, 
M.B., 4, Chowringhee Terrace, Calcutta 20, India. 


Chicago, Ill. American Academy of Orthopaedic 
Surgeons, Jan. 27-Feb. 1. Contact: Mr. John K. Hart, 
29 East Madison St., Room 910, Chicago 2, Ill. 


Los Angeles, Calif. Inter-American Conference on 
Congenital Defects (First), Jan. 22-24. Contact: Mr. 
Stanley E. Henwood, International Medical Congress, 
Ltd., 120 Broadway, Room 3013, New York 5, N. Y. 


FEBRUARY 
Chicago, Ill. American Academy of Forensic Sci- 
ences, Feb. 22-24. Contact: Dr. W. J. R. Camp, 1853 
W. Polk St., Chicago 12, Ill. 


Manizales, Colombia. Pan American Medical 
Women’s Alliance, Feb. 17-24. Contact: Dr. Bernice 
Sacks, 200 15th Ave., North, Seattle 2, Wash. 


Milwaukee, Wis. American Academy of Allergy, 
Feb. 5-7. Contact: Mr. James O. Kelley, 756 North 
Milwaukee St., Milwaukee 2, Wis. 


Puerto La Cruz, Venezuela. Pan American Associ- 
ation of Oto-Rhino-Laryngology and Broncho-Esoph- 
agology, Feb. 25-March 1. Contact: Dr. Charles M. 
Norris, 3401 N. Broad St., Philadelphia 40, Pa. 


MARCH 
Bal Harbour, Fla. International Anesthesia Research 
Society, March 18-22. Contact: Dr. A. William 
Friend, 227 Wade Park Manor, Cleveland. 


APRIL 


Boulder, Colo. American College of Allergists, April 
1-6. Contact: Dr. John D. Gillaspie, 2141 14th St., 
Boulder, Colo. 


Nassau, Bahamas. Bahamas Medical Conference, 


April 15-28. Contact: Mr. Irwin M. Wechsler, P. O. 
Box 1454, Nassau, Bahamas. 
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The fungus, protozoa and bacteria that commonly cause mild and severe 
leukorrhea require a vaginal pH of 5 to 12 for proliferation. 


Trimagill creates a hostile environment! It produces a pH of 2.0 to 2.5—the 
three principal infecting organisms cannot live in this acid range. 


Trimagill is well tolerated and has been proved effective in thousands of cases 
of leukorrhea, vaginitis, cervicitis, moniliasis and mixed infections. No un- 
toward reactions that would require discontinuation of treatment were 
reported. At times denuded mucous membranes are so irritated that Trimagill 
may give a temporary burning sensation. This is usually short lived. 


Trimagill does not foster resistant mutants or result in monilia overgrowth. 
Trimagill may be used during menstruation. 


CONTENTS: Tartaric Acid, Citric Acid, Boric Acid, Dextrose, Potassium Alum, Potas- 
sium Bitartrate and Adhesives. 


SUPPLIED: Powder: 5-oz. Plastic Insufflator Bottles; Vaginal Inserts: Boxes of 24. 
NOTE: Consult package circular for information on dosage and instructions for use. 


Write for descriptive literature. 


RIMAGILL 


POWDER + VAGINAL INSERTS 


THE s. E. MASSENGILL COMPANY 
*Patent applied for. Bristol, Tennessee NewYork KansasCity e San Francisco 
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BY SPECIAL ARRANGEMENT 


STANDARD & POOR’S 


Sales to establish tax losses, already a factor 
in the security markets, will become more 
numerous between now and the end of the 
year. However, the total volume of such sales 
promises to be comparatively moderate— 
certainly much smaller than in 1960, when the 
market trend was downward during the major 
portion of the year. Recently, the average 
share price, as measured by the Standard 
“500,” was down 3% from the 1961 high, as 
compared with a loss of 13% during the cor- 
responding elapsed portion of 1960. 

The principal targets for selling will be those 
issues showing substantially larger declines. 
Prominent among these are electronics, vend- 
ing machines, motion pictures, publishing, and 
office equipment. 

Reviews of portfolios for tax-saving possi- 
bilities should be a year-round activity, but it 
is important to make a final survey before 
1961 draws to a close. While considering the 
tax aspect also be on the alert for opportunities 
to strengthen investment positions through 
advantageous switching operations. The two 
can be combined. 

@® THAW OuT FROZEN HOLDINGS — Many 
investors still have sizable paper profits on 
securities acquired years ago, but have felt 
“locked in” because of the prohibitive taxes 
that would have to be paid. This problem can 
be relieved if you have losses on some of your 
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REVIEW LISTS FOR TAX SAVINGS 


Also Look for Opportunities to Strengthen 
Portfolios Through Switching Operations 


The world's foremost investment advisory service analyzes and 
projects business and market trends for Medical Times readers. 


more recent acquisitions. Here is how to pro- 
ceed. First, sell your securities priced below 
cost to establish a tax loss. You can then buy 
other issues of similar quality and character, 
or you can repurchase the same issues after 
30 days. 

Second, sell enough of your “frozen” hold- 
ings to absorb the capital loss in the aforemen- 
tioned transactions. You can buy back imme- 
diately the same securities, because there is no 
waiting period in establishing gains. The ad- 
vantage here is that you set up a higher cost 
which will reduce tax liability on a future sale. 

@ CAPITAL GAINS AND Losses—The gain 
or loss established on securities held for more 
than six months is classed as long term, and 
as short term if held six months or less. Long- 
term gains are matched against long-term 
losses, and short-term gains against short-term 
losses. Under the law in effect starting with 
1952, both long-term and short-term capital 
losses are taken 100% into account, as shown 
in Examples 1 and 2. However, as illustrated 
in Example 3, only 50% of a net long-term 
capital gain is taken into account. 

After these calculations, any net capital gain 
is added to your other income for taxation at 
the regular normal and surtax rates. How- 
ever, an alternative tax rate of 25% can be 
used where there is just a long-term capital 
gain or an excess of long-term gains over long- 
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restful sleep, 
refreshed 
awakening 


This is the promise of Noludar 300...a night of deep, refreshing sleep without risk of habit- 
uation or toxicity...6 to 8 hours of undisturbed rest...an easy awakening in the morning, 
free of fogginess or barbiturate “hangover.” Try Noludar 300 for your next patient with a 
sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


300 


brand of methyprylon 300-mg capsules 


Bae Se Ea ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


EXAMPLE 1 EXAMPLE 2 EXAMPLE 3 


$3,000 LoNG-TERM Loss; 
$2,000 SHORT-TERM GAIN 


$3,000 LonGc-TERM Loss; 
$2,000 SHORT-TERM Loss 


$2,000 LonG-TERM GAIN; 
$1,500 SHORT-TERM Loss 


100% of long-term loss .. $3,000 100% of long-term loss .. $3,000 100% of long-term gain . $2,000 
100% of short-term gain.. 2,000 100% of short-term loss.. 2,000 100% of short-term loss.. 1,500 


Net capital loss ..... $1,000 Net capital loss 


*$1,000 allowed in one year; bai- 
ance carried forward over five-year 
period. 


50% of difference ....... 250 


Net taxable 
long-term gain .... $ 250 


term or short-term losses. This alternative 
method of reporting should be exercised begin- 
ning with taxable income of $18,000 for a 
single person and $36,000 for a married couple 
filing a joint return. In Example 3 the tax 
would be computed as 25% of $500, or $125. 

First, list your actual gains or losses, long 
term and short term, already realized this year. 
Second, list your “paper” or unrealized gains 
or losses, long term and short term, on securi- 
ties still held. Then, measuring the second 
group against the first, determine which paper 
gains or losses should be realized to offset 
losses or gains already established. 

Capital Losses—Sell for loss to offset gains 
in the same year. The last day for establishing 
a loss will be December 29, whether on a cash 
or accrual basis. 

Any excess of capital losses over capital 
gains may be set off against regular income to 
the extent of $1,000. Any remaining unused 
net loss can be carried over a period of five 
years to be applied as an offset to future net 
capital gains and as a deduction from ordinary 
income not exceeding $1,000 in each year. 
For example: 


In 1956 X had a net capital loss of $21,000. He used $1,000 
in 1956 as a deduction from ordinary income. He may then 
deduct the balance of $20,000 in the following manner, assum- 
ing he had the capital gains shown. 

1957 1958 1959 1960 1961 
Against net capital 


None $3,000 $5,000 None $7,000 
Against ordinary 
eee $1,000 1,000 1,000 $1,000 1,000 


Total ($20,000) $1,000 $4,000 $6,000 $1,000 $8,000 


Long-Term Holdings—If you have a capital 
loss carryover from a preceding year, plan to 
sell before the end of this year an amount of 
stock sufficient to provide a profit equal to 
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your carryover. You thus pay no tax on the 
profits realized. Also, if you wish, you can 
repurchase the same stock. (Note: the 30-day 
“wash sale” rule applies only to losses.) 

Long-Term Gains—It is advisable to take a 
long-term rather than a short-term gain. There 
is a tax advantage in your favor. You can then 
immediately reacquire securities sold at a profit, 
if you desire. December 22 will be the last day 
for establishing a gain except by cash sale. 

Worthless Securities do not have to be sold 
to establish a capital loss, but you get no 
allowances until the securities are fully worth- 
less and only in the year in which they be- 
came so. The year involved usually is not 
known until the Treasury completes its study 
of the facts. That may take a long time and 
may deprive you of some losses not claimed. 
In doubtful cases, therefore, it is advisable to 
make public sale of almost worthless securities 
if you have gains against which the losses can 
be offset. 

Dividend Arrears—If you hold a preferred 
stock on which you have a long-term profit 
and on which dividend arrears are about to 
be paid, sell the stock just prior to the record 
date. Usually the stock will decline by the 
amount of the dividend payment when it goes 
ex-dividend. Repurchase after the record date 
if you want to reinstate your investment. As 
long-term profit, only 50% of the dividend is 
taxable. As dividend income, it is 100% tax- 
able. The same is true of reorganization bonds 
that are about to pay off back interest, pro- 
vided the bonds were traded “flat.” 

Exchanges—When you own stock for which 
you are about to receive cash, plus new securi- 
ties, sell before the exchange date if you have 
a gain. Otherwise you may have some ordi- 
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STANDARD & POOR'S 


1962 ANNUAL FORECAST 
> 10 TIMELY NEW STOCK LISTS ¢ 


Which 349 Stocks to Buy and Sell in 1962! 


Get ready to profit in the growing 
NEW BOOM with one of the most important 
ANNUAL FORECASTS ever presented to investors. 


NEW —Stocks to buy and sell now to be in a position to profit in the 
changing economy ahead. 


NEW—Stocks that can outgain the market in 1962. 


NEW— Special feature for new or seasoned investors: Standard & 
Poor’s methods aimed at securing continuing stock market 
profits! 


STANDARD! POOR'S NEW— Exclusive Switch List of 138 stocks that should be sold 
100 now. AND Features These Official New S&P “Buy” Lists: 
"iO INVESTORS e 10 “Stocks for action’—Stocks ¢ 18 Blue Chip Stocks for Safety 

1860) 1961 capable of outgaining the mar- and Income 
-Yielding, Top-Quali 
¢ 16 Growth Stocks for Long-Term , 14 Convertible Bonds and Pre- 
Profits. ferred Shares for Safe Income 
e 35 Candidates for Stock Splits. and Capital Gain. 


e 36 Income Stocks with Profit e40 Candidates for Increased 
Potential. Dividends. 


S & P’s 1962 Annual Forecast in The OUTLOOK, one of America’s 
Foremost Investment Advisory Services! New Readers only. Sub- 


$ ] Simply mail $1 with the coupon below, your name and address for 
scribers covered. 


Standard & Poor’s Corporation 
345 Hudson Street 
New York 14, N., Y. 


Gentlemen: 


Here’s my $1. Send the official 1962 S & P Annual 
Forecast to me. 


STANDARD 


Faithfully Serving Investors 
for 101 years 


345 HUDSON STREET 
NEW YORK 14, N. Y. 
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LEDERLE INTRODUCES 
A NEW TRANQUILIZER 


HELPS THE 
PATIENT 
“BE HIMSELF” 
AGAIN...CALM, 
YET FULLY 
RESPONSIVE... 
USUALLY. 
FREE OF 
DROWSINESS 
OR EUPHORIA 
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TO RESTORE THE NORMAL 
PATTERN OF EMOTIONAL RESPONSE 


TREPIDONE Mephenoxalone is a new tranquilizer which has 
shown the capacity to relieve mild to moderate anxiety and 
tension without detracting significantly from mental alertness. 
Treated patients have shown little tendency to become sleepy or 
detached from reality, or to experience euphoria as a result of 
the drug. They generally respond normally to everyday situa- 
tions . . . require fewer restrictions on activities, and tend to 
complain less frequently. 

Extensive trials have shown no habit-forming properties or 
adverse effects on withdrawal, even after long-term administra- 
tion. Complete information on indications, dosage, precautions 
and contraindications is available from your Lederle repre- 
sentative, or write to Medical Advisory Department. 


Average adult dosage: One 400 mg. tablet, four times daily. Supplied: 
Half-scored tablets 400 mg. TREPIDONE Mephenoxalone, bottle of 50. 
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ONE 


Mephenoxalone Lederle 


chemically distinct 
from previous tranquilizers 
CH,O CH,-NH 
—OCH,CH C=0 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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nary income instead of capital gains. To rein- 
state your investment buy the new securities; 
do not repurchase the old stock. 

Wash Sales—You cannot deduct a loss sus- 
tained from the sale of stock or securities if, 
within a period beginning 30 days before and 
ending 30 days after the sale, you reacquired 
by purchase (or entered into a contract to 
acquire) substantially identical property. That 
is termed a “wash sale.” The ending of your 
tax year during this restricted 61-day period 
does not prevent the denial of your de- 
duction. 

This prohibition does not apply: (1) If 
you are an individual sufficiently active in 
security transactions so that it can be called 
your “trade or business,” even though you may 
have other businesses; (2) if you are doing 
business as a dealer in stocks or other securi- 
ties; (3) to transactions resulting in a gain; 
and (4) to acquisitions by gift, inheritance, or 
a tax-free exchange. 

You can effectively avoid the wash-sale rule 
by buying back other securities in the same 


industry or issues possessing similar character- 
istics. For example, if you sell Continental 
Can buy American Can, or vice versa. If you 
want to continue your position and yet estab- 
lish a loss, you can buy an equivalent number 
of shares, hold the double amount for 31 days, 
and then sell the original holding. 

Contributions—The cost of contributions 
can be cut by giving securities that have appre- 
ciated in value. You are allowed a deduction 
on the basis of current value, and you avoid 
payment of the capital gains tax on apprecia- 
tion over the original cost. 

Investment Companies—Beginning in 1957, 
regulated investment companies have been 
allowed to retain realized profits and pay a 
25% tax for the account of stockholders. The 
latter may include as long-term capital gains 
the amount of undistributed long-term capital 
gains designated by the companies and receive 
a tax credit of 25% of the amount so included. 
Moreover, they are allowed to write up the 
cost of their shares by 75% of the undistrib- 
uted profits. 


OPPORTUNITIES IN GROWTH STOCKS 


This issue contains the first of a series of 
special reports on growth stocks. 

Standard & Poor’s has long recognized 
growth stocks as a major type of investment 
opportunity. Analysis of these issues is now 
being refined by a process of systematic screen- 
ing, employing data processing equipment. 

Just completed is the first step in a long- 
range program of research in the utilization of 
automatic data processing equipment as a tool 
in security analysis. Earnings of several thou- 
sand companies have been programmed, with 
the equipment selecting those meeting prede- 
termined growth criteria. We expect to expand 
this program to include additional income and 
balance sheet statistics, so that the character- 
istics can be more completely defined. 

The information set forth herein has been obtained 
from sources believed to be reliable, but its accuracy and 
completeness are not guaranteed. 

Because of the time-lag created by the mechanics of 


magazine publishing, investors should consult daily papers 
for the latest prices. 
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There is, of course, a built-in fallacy in every 
mechanical approach to security analysis. How- 
ever, just as purely technical market studies 
can sometimes reveal supply-demand factors 
that might not be uncovered by the funda- 
mental approach, so, too, we believe that data 
processing techniques can be successfully em- 
ployed by the investor to narrow his area of 
inquiry. 

A straight statistical screening, based on rate 
of earnings growth, gives no weight to balance 
sheet factors, management factors that might 
not be readily apparent from the numbers, the 
foreseeable advent of competitive products, etc. 
In short, we must assume in our initial screen- 
ing that the “growth quality factor” is the 
same for all stocks; but we will attempt to 
correct this inherent fallacy by supplementing 
our data processing screening with intensive 
and continuing analysis and field investiga- 
tion. 

The term “growth stock” has been used so 
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for more effective manageme 


Mylanta Tablets: 


ONE TABLET CONTAINS: 


Magnesium Hydroxide ...... 200 mg. 
Aluminum Hydroxide ....... 200 mg. 
(Dried Gel) 


Methylpolysiloxane (activated). 20 mg. 
Mylanta Liquid: 


ONE TEASPOONFUL CONTAINS: 
Magnesium Hydroxide ...... 200 mg. 


Aluminum Hydroxide ....... 200 mg. 
(equiv. to Dried Gel, U.S.P.) 


Methylpolysiloxane (activated). 20 mg. 


SUGGESTED DOSAGE: To be taken 
between meals and at bedtime. Tablets: 
One or two tablets, well chewed. 
Liquid: One or two teaspoonfuls. 


AVAILABLE: Boxes of 100 MyLanTa 
Tas.ets and 12 ounce bottles of My- 
LANTA Liqup at all pharmacies. 


Write for professional samples. 


12769/4108 


and gastrointestinal distress 


Combines 


The best known antiflatulent MYLiICON 


The best known antacids 


+ ANTACID 
(Magnesium Hydroxide, Aluminum Hydroxide) A 


MYLANTA 


To Produce 


A more effective treatment for hyperacidity, ulcers and gastro- 
intestinal distress. MYLANTA contains a proven combination of 
antacids for relief of hyperacidity plus the antifoam agent, 
MYLICON, for more effective relief of gastrointestinal distress 
due to entrapment of gas. 


Advantages 


Acts faster * Works longer * No chalky taste * Soft easy-to-chew 
tablets * Pleasant tasting liquid * Non constipating 


THE STUART COMPANY + PASADENA, CALIFORNIA 
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GUIDE FOR INVESTORS 


Based on recommendations of the 
Securities and Exchange Commis- 
sion in cooperation with the New 
York Stock Exchange, American 
Stock Exchange, National Associa- 
tion of Securities Dealers and others. 


1. Think before buying, guard 
against all high pressure sales. 


2. Beware of promises of quick 
spectacular price rises. 


3. Be sure you understand the 
risk of loss as well as prospect of 


gain. 


4. Get the facts — do not buy 
on tips or rumors. 


5. Give at least as much thought 
when purchasing securities as you 
would when acquiring any valuable 
property. 


6. Be skeptical of securities 
offered on the telephone from any 
firm or salesman you do not know. 


7. Request the person offering se- 
curities over the phone to mail you 
written information about the cor- 
poration, its operations, net profit, 
management, financial position and 
future prospects. 


loosely over the past few years that the ex- 
pression itself has become somewhat meaning- 
less. Nevertheless, selected growth stocks do 
constitute valid investment situations. There 
has been no growth whatever in aggregate cor- 
porate profits over the past five years, yet com- 
panies covered in the accompanying supple- 
ment have all shown excellent earnings gains 
in this interval. The conclusion is obvious that 
these companies offer a fertile field for poten- 
tial investment; the only questions revolve 
around price and the prospects for sustained 
future growth. 

On the other hand, we recognize that this 
group represents only one of a number of 
possible types of investment opportunities, 
including cyclical stocks; income stocks; turn- 
around management stocks; and companies 
with an essential new product, process or mer- 
chandising method, etc. These and others will 
continue to absorb the major efforts of the 
editors of Standard & Poors. Obviously, growth 
stocks are not the correct answer for every 
investment objective, nor the only source of 
capital gain potential. Moreover, like all other 
stocks, they can at times be overvalued, as 
well as undervalued, in relation to the market 
as a whole. 

The principal risks in growth stock invest- 
ment are of two kinds: (1) those arising from 
internal stresses within the company, gener- 
ated by its rapid expansion, and (2) those 
related to the price of the stock itself. The 
former can be evaluated only by close sur- 
veillance of management’s effectiveness and 
by continuing study of product sales potentials. 
The latter can be subjected to statistical analy- 
sis that should yield a better insight into pos- 
sible rewards and risks involved in purchasing 
a given growth issue than is available through 
the all too common practice of making growth 
stock investment decisions on the basis of faith 
and intuition. 

As growth rates increase in magnitude, the 
probability that they will be maintained in the 
future diminishes. Thus, it would be far easier 
for growth to continue at a 5% rate than at a 
50% rate. Consequently, a stock that has ex- 
perienced a 50% per annum growth rate in 
the recent past should not sell for 10 times as 
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Tablets 

For recurrent or chronic constipation in patients of all ages. 
A peristaltic stimulant acting through the blood stream spe- 
cifically upon the intramural myenteric plexus of the colon. 
Motility of the small bowel not affected. Evacuation within 
6 to 12 hours without cramping or griping. Each scored tablet 
contains 75 mg. of 1,8 dihydroxyanthraquinone. 


€ 
with NORBRBAN ® 
added 
stool- 
softening 
effect 


Orange and Black Capsules 


A dual-purpose bowel evacuant, combining 
the stool-softening effect of dioctyl sodium 
sulfosuccinate (50 mg.) with the non-griping 
peristaltic stimulation of Dorbane (25 mg.) in 
each capsule. This combination brings relief 
in “hard stools” constipation or fecal impaction. 


for NORBANTYTI® RI 

extra Orange and Gray Capsules 

potency The advantages of Dorbantyl in double- 
strength potency for convenience and econ- 
omy. Especially useful in geriatric practice and 
in patients recalcitrant to ordinary laxatives 
through prolonged use or habituation. 
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much on a price-earnings basis as one with a 
5% rate. 

Some analysts have attempted to adjust for 
this difference by damping down the higher 
growth rates, but this in itself is an arbitrary 
factor in the evaluation. We prefer to com- 
pare growth premiums and growth rates of 
individual issues, and thus attempt to arrive at 
norms for growth stocks. Each month we will 
make recommendations for current purchase. 
Summaries of field investigations on these com- 
panies will appear as warranted, until the stocks 
are dropped by reason of failing to meet the 


minimum growth standards that have been 
established. 

By means of such intensive supervision, we 
hope to avoid for our readers some of the pit- 
falls of overstaying commitments in “tired 
growth stocks” and of paying excessive prem- 
iums for younger, essentially unseasoned 
growth issues. To further limit risks, we would 
suggest that you purchase a “package” of 
several well-regarded issues. Such a program, 
accumulated by the dollar cost averaging 
method, should bring worth-while rewards 
over a period of time. 


EIGHT RECOMMENDED GROWTH STOCKS 


® AMERICAN DISTILLING COMPANY has an 
impressive record of growth in the last decade 
in a traditionally competitive industry. Sales 
and earnings have risen each year since 1952, 
except when fire interrupted operations in 
1954. The outlook is equally promising. 
Growth to date has been accomplished with- 
out the benefit of a single top volume brand 
in its three principal products—blended whis- 
key, straight bourbon and vodka. The pros- 
pect for future earnings growth is bolstered by 
the likelihood that thescompany will intensify 
its efforts to establish at least one brand as a 
major volume leader in one of these fields. 
Other products include gin, corn whiskey, and 
several imported brands. Facilities are among 
the most modern in the industry. 

Cost consciousness and tight organization 
have resulted in pretax margins after excise 
taxes of close to 20% since 1959. The return 
on equity for the year ended September 30, 
1960, was 10.3%. Proceeds from a proposed 
$9.5 million offering of convertible debentures 
to stockholders would be used to prepay $7 
million bank loans and for working capital. At 
this writing, earnings for the year ended Sep- 
tember 30, 1961, are estimated at $2.65 a 
share, up from $2.38 last year, on a sales gain 
of 7% to $100 million. Sales and profits in 
1961-62 should be higher. Dividends, now at 
$1, could well be increased for the seventh 
straight year, although the payout will prob- 
ably continue below 50%. Earnings growth 


has been 12.7% annually in the past five years, 
yet this issue is selling at a discount from the 
S & P 425 stock index. In view of the record, 
the outlook, and the low price-earnings mul- 
tiple, we recommend this issue for purchase on 
any weakness that might accompany the forth- 
coming offering of convertible debentures. 


@® BRUNSWICK CorP., major producer of 
bowling equipment, continues to experience 
higher sales of its automatic pinsetter. Con- 
trary to recurring stories of “saturation” of 
bowling alleys domestically, the company’s 
backlog is presently at record levels, and sales 
of bowling equipment abroad are just begin- 
ning to become significant. Estimates call for 
the construction of 3,000 bowling lanes abroad 
during 1961, with the company obtaining its 
traditional 50% of the market, This could 
double in 1962. A good number of the Bruns- 
wick installations will be in Japan, where the 
company is operating jointly with the Mitsui 
interests. Thus, with domestic volume ex- 
pected to hold up well over the next few years 
and foreign sales entering a stage of possibly 
dramatic growth, the outlook for bowling 
equipment remains favorable. 

Moreover, diversification moves into other 
areas of recreation, into hospital supplies, and 
into school equipment are beginning to pay 
off. In the boating field the company recently 
acquired Kiekhaefer Corp., manufacturer of 
the Mercury outboard engine. This will permit 


MEDICAL TIMES 


> 
1 


Remarkably useful in a wide variety of 
inflammatory conditions, including: 
rheumatoid arthritis, spondylitis, 
osteoarthritis’; gout,'’*; acute superficial 
thrombophlebitis’:'°; painful shoulder 
(peritendinitis, capsulitis, bursitis, and acute 
arthritis of that joint)'’; severe forms of a 
variety of local inflammatory conditions."':'?:” 


The physician should be thoroughly familiar 
with the dosage, side effects, precautions 
and contraindications of Tandearil before 
prescribing. 


Full product information available 
on request. 


more specific than steroids — Acts directly 
on the inflammatory lesion without altering 
pituitary-adrenal function...without 
impairing immunity responses."':'* 


more dependably absorbed than enzymes — 
Tandearil, a simple, non-protein molecule, 
is rapidly and completely absorbed,‘ 
consistently providing effective blood levels. 


1081-61 


far more potent than salicylates — 
Anti-inflammatory potency of Tandearil 
markedly superior to aspirin.?:'* 


availability: 
Round, tan, sugar-coated tablets of 100 mg. 
in bottles of 100 and 1000. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 
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there’s a 
pram in her 
future, 
she'll need 
Pramilets® 


today 


Comprehensive vitamin-mineral 
support with just 1 Filmtab® daily 


No one’s ever said that looking ahead isn’t 
a wise idea. (Granted, in time to come, 
thought will have to be given to diaper 
laundering.) However, perhaps little 
mother-to-be should take first things first. 


Between now and arrival day, for in- 
stance, there’s probably nothing that'll 
take precedence over the sound diet you'll 
prescribe for her. And Pramilets—with its 
stepped-up formula—more than ever com- 
plements the established regimen. 


What’s in order? Calcium? She gets a gen- 
erous allowance with Pramilets. Iron? 
Pramilets provide a solid 40 milligrams of 
elemental iron (ferrous fumarate — the 
kind that’s best-tolerated). As for the bal- 
ance of the improved Pramilets formula, 
among the significant nutrients, vitamins 
C, Bc and B.: have all been increased. 


Finally, some of Pramilets’ patient-pleas- 
ing features: Convenient dosage — one a 
day, usually . . . a compact size tablet . . . 
and anattractive bottle for table or dresser. 


Pramilets supplied in bottles of 100 and 
1000 Filmtabs — and new 180-Filmtab 
Economy Bottle. Also available: Prami- 


lets-F (Rx only) with Folic Acid. =j 
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FILMTAB — FILM-SEALED TABLETS, ABBOTT; U.S. PAT. NO. 2,861,085. 


(VOL. 89, NO. 11) NOVEMBER 1961 


147a 
ory 


the company to sell “mated” hulls and engines, 
since it already is producing the Owens and 
Larson line of hulls. For the current year, 
earnings are estimated at $2.70 per share 
against $2.28 in 1960. Dividends at $0.40 
annually are highly conservative. The stock 
offers appeal for representation in the fast- 
growing, leisure time and hospital supply seg- 
ments of the economy. 


® GENERAL Foops, the largest producer of 
packaged foods, has recorded an increase in 
sales and earnings every year in the past dec- 
ade. In the interval from fiscal 1951 through 
fiscal 1961, sales will have almost doubled 
and earnings more than tripled. Much of the 
company’s success results from its marketing 
of new products and expansion into new areas. 
Coffee is still the largest item in its product 
lists, accounting for around a third of sales, 
followed by frozen foods, which contribute 
15%. Some of its well-known brands include 
Postum, Post cereals, Jell-O, Maxwell House 
Coffee, Minute rice, Swans Down flour and 
mixes, Kool-Aid, and Birds Eye frozen foods. 
Foreign markets, principally in Europe and 
Australia, appear to offer the most promising 
immediate potential. In 1959-60, some 5% 
of volume was derived from overseas. For the 
year to March, 1962, it is estimated that this 
will grow to 10%, and to 15-18% within three 
years. 

Sales in the current year are estimated at 
$1,220,000,000, up 5% from the $1,160,- 
000,000 of last year. Earnings should equal 
$2.85 a share vs. the $2.69 of 1960. Further 
growth in sales and earnings is foreseen for 
1962-63. The new $1.60 dividend might be 
increased next year. The dividend payout 
usually is 50% of profits. Return on invested 
equity for General Foods has widened grad- 
ually in recent years and is now around 18%. 
Long-term debt has been steadily reduced in 
the last decade, and the company’s financial 
position is strong. While the stock is selling at 
a premium in relation to the S & P 425, this 
in part reflects strong investor confidence in 
the management of this well-run company and 
the belief that the past earnings performance 
will be extended. We regard this issue as a 
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worthwhile commitment in growth portfolios 
at current prices. 


® HaMILTON’s MANAGEMENT Corp. dis- 
tributes and manages the $250 million Ham- 
ilton Fund. It is the largest direct selling or- 
ganization in the mutual fund field, with over 
7,000 full and part-time salesmen. Income is 
derived from commissions on the sale of funds 
and from management fees amounting to one- 
half of 1% of the fund’s net asset value. The 
fund is sold both on a single payment basis 
and on a contract basis under which the pur- 
chaser pays into the fund monthly for 12% 
years. In the fiscal years 1955 through 1961, 
net sales commissions have increased at a 40% 
annual rate and management income has grown 
35% yearly. The Hamilton Fund (sold in two 
series) has expanded from $31 million at the 
end of 1955 to $250 million currently. Mean- 
while, the unpaid balance on contractual plans 
has increased from $35 million to $440 million. 

Earnings per share have risen tenfold from 
$0.08 in 1955 to $0.80 in the year ended 
April 30, 1961. For fiscal 1961-62, profits are 
running more than 50% ahead of year-earlier 
levels and are estimated at $1.10 per share for 
the full 12 months. Investors are appraising 
this issue conservatively because of possible 
SEC action to enforce a scaledown of mutual 
fund management fees. Hamilton derives only 
30% of revenues from this source; therefore, 
a forced scaledown would probably reduce the 
company’s projected 30% annual growth rate 
but not affect its present earnings base. Divi- 
dends (increased annually since 1955) are 
conservative at $0.06 quarterly plus a year-end 
extra. At 2] times estimated 1961-62 earn- 
ings the stock is selling at only a nominal pre- 
mium relative to the S & P 425 and offers out- 
standing long-term investment value. 


® INTERNATIONAL BUSINESS MACHINES has 
long been the leading factor in the rapidly ex- 
panding electronic data processing field. A 
steady stream of new products attests the ex- 
cellence of its research and development pro- 
gram, while the marketing organization is con- 
sidered the best in the industry. Reflecting 
these capabilities, earnings rose from $2.77 a 
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YEAR SHARES *EARN. §$ PER SH. 
000) 1960 


tISSUE ENDS . ( E1961 
AMERICAN DISTILLING .._ Sept. 955 2.38 2.65 
BRUNSWICK CorP. ..... Dec. 16,857 2.28 2.70 
GENERAL Foops ....... Mar. 24,845 2.69 2.85 


§$HAMILTON MANAGEMENT Apr. 867 0.80 1.10 
INTL. Bustness Macu. .. Dec. 27,516 6.12 7.65 
REYNOLDS (R.J.) Topacco Dec. 40,000 ‘2.61 "3.00 
San Dreco IMPERIAL ... Dec. 5,837 0.56 0.75 

§SWINGLINE INc. CLass A Aug. 1,050 1.51 1.95 


PERTINENT STATISTICAL DATA ON SELECTED GROWTH STOCKS 
APPROX, GROWTH RATERS) 


1961 RECENT INDIC. YIELD (5-YR. CURR. 
PRICERANGE PRICE ODIVD.$ % TREND YR. EST. 
47%2- 29% 47 100 2.1 12.7 11.3 
74%- 44 62 0.40 0.6 61.0 18.4 
96 - 68% 92 1.60 1.7 10.1 59 
28 - 15% 23 0.29 1.3 42.0 37.5 


547 -387 553 2.40 0.4 22.0 25.0 
35% %“73 *1.50 2.1 14.9 14.9 


14%- 7% 16 23.0 33.9 
42%- 22% 41 1.00 2.4 32.4 29.1 


in prior year’s column. E—Estimated. *Adj. for 2-for-1 split approved Sept. 6. *Paid 5% in stock. 


For additional data and definition of terms see accompanying supplement. The S&P 200 Rapid Growth Stocks. 


tAIl listed on New York Stock Exchange unless otherwise noted. §Over the counter. *Figures for years ended through May shown 


share in 1956 to $6.12 last year (adjusted), 
representing a compound growth rate of 22% 
for the period. Although this record is out- 
standing, particularly for as large and mature 
a company as IBM, it does not fully show the 
concern’s progress. Reported earnings for the 
five years through 1960 included only the divi- 
dends received from IBM World Trade Corp., 
a wholly owned subsidiary which conducts 
IBM’s swiftly expanding foreign activities. In- 
cluding this subsidiary’s earnings on a fully 
consolidated basis, 1960 profits amounted to 
$7.45 a share. Cash flow, particularly iimpor- 
tant in this situation because a significant por- 
tion of the business represents rentals, equaled 
$14.04 a share for the parent company alone 
in 1960. 

Reported profits for 1961 are estimated at 
a peak of around $7.65, with cash flow ex- 
pected to rise comfortably above $16. Inclu- 
sion of the undistributed earnings of the for- 
eign subsidiaries would add another $1.50 or 
so a share. Despite increasing competition, 
further worthwhile profits growth is anticipated 
for IBM in 1962 and beyond. While tradition- 
ally commanding a large premium for the 
company’s promising potential, the high-quality 
shares continue to have attraction for investors 
primarily interested in long-term capital appre- 
ciation. 


® REYNOLDs (R. J.) TOBACCO gives every 
indication of extending its outstanding growth 
record. In 1960, the company increased its 
percentage of the total cigarette market for the 
sixth straight year, and its Camel, Winston and 
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Salem brands maintained their leadership in 
their respective markets. Superior market re- 
search and attention to new product introduc- 
tion have in part enabled Reynolds to do so 
well. Its return on stockholder equity is approx- 
imately 20%, which makes implementation of 
a diversification program difficult, since so few 
companies can meet its performance. Much 
of the immediate growth for this company is 
likely to take place in Europe, where Reynolds 
has bought controlling interest in a leading 
German cigarette manufacturer. Foreign earn- 
ings (not presently consolidated) are now rela- 
tively small. Earnings in 1961 (adjusted for 
the pending split) are estimated at $3 a share, 
up from the $2.61 a share of last year. Divi- 
dends were recently increased to $0.37'2 per 
share. The 2-for-1 stock split, approved by 
shareholders, became effective October 6, 
1961. Finances are strong, and no equity 
financing is necessary. 

Despite its stellar earnings growth of almost 
15% compounded annually, this issue is still 
selling at a relatively modest premium over the 
S & P 425 Stock Index. We believe it con- 
tinues to merit consideration in every growth- 
oriented portfolio. 


@ SAN DIEGO IMPERIAL Owns seven savings 
and loan associations in Texas, four in 
California, one in Colorado, and two in Kansas. 
The growth potentials in California for this 
type of business are widely recognized, but, 
according to management, growth in the 
company’s trade areas in Texas, Colorado, 
and Kansas have been and are continuing at an 
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MENINGEAL INFECTIONS 


effective cerebrospinal 
levels— 
effective antibacterial action 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 
In the management of certain meningeal infections, cHLOROMyYCcETIN offers unique 
advantages. It has been described by one investigator as ‘...the best chemother- 
apeutic agent for patients with H. influenzae meningitis...."" In comparative in vitro 
studies,? CHLOROMYCETIN showed the “highest effectiveness” against Hemophilus 
influenzae, Diplococcus pneumoniae, streptococcus, and numerous other pathogens. 
Another report states: ‘“‘Chloramphenicol is regularly detected in the cerebrospinal 
fluid when blood levels greater than 10 micrograms per ml. are reached.’’? Blood levels 
of this magnitude are easily attainable with the administration of CHLOROMYCETIN by 
either the oral or parenteral routes. 
CHLOROMYCETIN effectively penetrates the blood-brain barrier;*® provides effective 
action against H. influenzae’*’® and other invaders of the meninges.®*7"°"? Product 
forms are available for administration by the intravenous, intramuscular, and oral 
routes. For these reasons, CHLOROMYCETIN has contributed conspicuously to the 
dramatic drop in mortality rates in meningeal infections caused by H. influenzae 
and other susceptible microorganisms. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. See package insert for details of administration and dosage. 


Warning: Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thrombocy- 
topenia, granulocytopenia) are known to occur after the administration of chloramphenicol. Blood 
dyscrasias have occurred after both short-term and prolonged therapy with this drug. Bearing in mind the 
possibility that such reactions may occur, chloramphenicol should be used only for serious infections 
caused by organisms which are susceptible to its antibacterial effects. Chloramphenicol should not be 
used when other less potentially dangerous agents will be effective, or in the treatment of trivial infec- 
tions such as colds, influenza, or viral infections of the throat, or as a prophylactic agent. 


Precautions: It is essential that adequate blood studies be made during treatment with the drug. While 
blood studies may detect early peripheral blood changes, such as leuko- 
penia or granulocytopenia, before they become irreversible, such studies | PARKE-DAVIS 
cannot be relied upon to detect bone marrow depression prior to develop- 
ment of aplastic anemia. 


PARKE, DAVIS &4 COMPANY, Detroit 32, Michigan 
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Antibacterial B 


62% 


Antibacterial C 
54% 


In vitro sensitivity 

of Hemophilus 
influenzae to 

and to eight other 
antibacterials* 


‘Antibacterial 


ed roe F Sensitivity tests were done by the disc method 
B i on a total of 100 strains of H. influenzae obtained 


from clinical isolates from 1955 through 1958. 


*Adapted from Jolliff, C. R.; Engelhard, W. E.; 
Ohlsen, J. R.; Heidrick, P. 4.; & Cain, J. A.,2 with 
permission of the authors. 


References: (1) Smith, M. H. D.: Pediatrics 
17:258, 1956. (2) Jolliff, C. R., et al.: Antibiotics 
& Chemother. 10:694, 1960. (3) Harter, D. H., & 
Petersdorf, R. G.: Yale J. Biol. & Med. 32:280, 
1960. (4) Ross, S., ef al., in Welch, H., & Marti- 
Ibafez, F.: Antibiotics Annual 1957-1958, New 
York, Medical Encyclopedia, Inc., 1958, p. 803. 
(5) McCrumb, F. R., Jr., et al.: ibid., p. 837. 
(6) Alexander, H. E.: M. Clin. North’ America 
42:575, 1958. (7) Haggerty, R. J., & Ziai, M.: 
Pediatrics 25:742, 1960. (8) Baker, A. B.: Journal- 
Lancet 80:593, 1960. (9) Appelbaum, E., & Abler, 
C.: New York J. Med. §8:363, 1958. (10) Balter, 
A. M., & Blecher, 1. E.: J. M. Soc. New Jersey 
57:479, 1960. (11) Redmond, A. J., & Slavin, 
H. B.: J.A.M.A, 175:708, 1961. 
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even faster rate. Impressive results were 
recorded in the first half of 1961, when earnings 
rose 44% to $0.40 a share on a larger capitali- 
zation, from $0.31 a year before. Real estate 
loans outstanding were up 17% from the 
year-earlier level, while savings accounts scored 
a like gain. Although outstanding shares were 
increased further by recent conversion of 
debentures, earnings for the full year should 
still approach $0.80 a share (based on average 
shares outstanding), up from $0.60 in 1960. 
Dividends are in stock. It is expected that when 
this appears in print another 5% distribution 
will have been declared in October. 

Under present regulations, all earnings are 
transferred to reserves without liability for 
Federal income taxes. Proposed changes in the 
tax treatment will likely be taken up by 
Congress next year, but the current feeling is 
that the changes will be moderate and the 
impact will be spread over a period of years. 
Selling at a discount from the § & P 425 stock 
index, the shares appear to give adequate 
recognition to the possibility of adverse tax 
legislation. Considering the promising growth 
potentials inherent in the business, purchases 
of stock should work out well. 


@ SWINGLINE INC., the largest manufacturer 
of staples and staplers, has steadily improved its 
market position in recent years. Staples are 
repeat items and constitute a stabilizing factor 
on earnings. The Swingline record is excellent, 
sales having doubled and earnings tripled since 
1957. The outlook, while good for established 


Elsewhere in this issue, we direct attention 
to the investment advantages of growth stocks. 
As pointed out, carefully selected issues of this 
type are highly recommended, provided they 
meet your investment objectives. 

Growth stocks are an ideal medium for the 
investor endeavoring to accumulate an estate 
or to build a retirement fund. The generally 
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A PROGRAM FOR RETIREMENT 


Shift in Investment Objective Upon Retirement—Emphasis Should 
Be Placed on Safety and Income, Rather Than on Capital Gains 


lines, will be determined in part by its 57.8% 
ownership of Wilson Jones (NYSE), which 
was acquired in late 1959. The latter is the 
largest manufacturer and distributor of com- 
mercial stationery and office record-keeping 
materials. By injecting new management, 
improved controls, better merchandising and 
improved products, Swingline has been able to 
turn Wilson Jones into a highly profitable 
operation. This company may be merged into 
Swingline in 1962. 

For the fiscal year just ended, Swingline is 
expected to show earnings of $1.95 a share vs. 
the $1.70 of the previous year. Both figures 
include equity in Wilson Jones. Sales for 
1960-61 were adversely affected by discon- 
tinuance of the unprofitable industrial fastener 
division, which contributed $846,000 to volume 
last year. 

Assuming the acquisition of Wilson 
Jones, 1961-62 profits are estimated at $2.25- 
$2.50 a share. Growth will probably slow down 
somewhat from the 32.4% compounded since 
1955, but should continue well above 10%. 
Dividends on the publicly held Class A are $1 
a share. The company’s financial position is the 
best in its history. No financing is foreseen. A 
secondary offering, recently deferred, will 
probably take place shortly to obtain sufficient 
round lot shareholders for listing on the NYSE. 
With the stock selling at a modest premium in 
relation to the S & P 425 stock index, and with 
the outlook favoring above-average growth, this 
issue should show gratifying appreciation over 
the next year. 


low current dividend return is subordinated to 
the possibilities for above-average long-term 
capital gains. 

But what about the person who is approach- 
ing retirement age or who has already retired? 
In these cases, an entirely different investment 
approach is required. Here the presumption is 
that the individual wants to invest his principal 
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to prevent pain and anxiety 
in angina 


For your angina patients, EQUANITRATE helps control pain and angina- 
triggering anxiety. EQUANITRATE reduces the number and severity of attacks, 
increases exercise tolerance, and lessens nitroglycerine dependence. Russekt 
reports “The best results... in both clinical and electrocardiographic response, 
were observed with a combination of meprobamate and pentaerythritol 
tetranitrate [EQUANITRATE] in the patients studied.” 


For further information on the limitations, administration, and prescribing 
of EQUANITRATE, see descriptive literature or current direction circular. 
tRussek, H.I.: Am J. Cardiol. 3:547 (April) 1959. 


Supplied: EQuanitrate 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), 
white oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaerythritol 
tetranitrate), yellow oval tablets, vials of 50. 


Wyeth Laboratories Philadelphia 1, Pa. 


Meprobamate and Pentaerythrito! Tetranitrate, Wyeth 
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PREFERRED STOCKS 


GENERAL Motors $3.75 


COMMON STOCKS 


AMERICAN CAN 
BosTON EDISON . 


May Dept. SToRES 
STANDARD (IND.) 
STONE & WEBSTER 
SUNSHINE BISCUITS 
UNION ELECTRIC 
UNION PACIFIC 


SECURITIES FOR RETIREMENT PORTFOLIO 


*Listed on New York Stock Exchange unless otherwise noted. §Over the counter. E—Estimated. 
tYear denotes first call date. tIncl. cash equivalent of dividend in Standard Oil (N.J.) stock. *Redeem- 
able for sinking fund at 100%. 7Year ended May 31, 1961. *Years ended Mar. 31, 1961 and 1962. 
“Years ended Jan. 31, 1961 and 1962. "Dividends partly tax free. *Incl. extra. 


YIELD TO 

S.& P tCALL RECENT MAT. 

RATING PRICE PRICE % 
AAA 103.72 (71) 103 4.58 
AAA 104.17 (66) 101 4.56 
AAA 104% 100 4.50 
AA 106.70 103 4.67 
104% (66) 103 4.66 


SH. EARN. CALL RECENT YIELD 
1960 ($) PRICE PRICE % 
238.42 101% 93 4.5 

47.44 108 87 4.6 
119.89 10614 101 4.6 
*57.94 115 109 4.6 


338.21 103 82 


EARN. $ PER SH. INDIC. RECENT YIELD 
1960 E1961 DIVD.$ PRICE % 
2.06 2.60 2.00 44 4.5 
3.01 2.60 2.00 46 4.3 
4.10 4.20 3.00 78 3.8 
3.88 3.70 3.00 80 3.8 
*4.80 "525 2.50 65 3.8 
3.35 2.80 2.00 48 4.1 
6.96 6.75 5.00 101 5.0 
4.07 4.25 2.20 63 se 
‘3.35 2.20 56 3.9 
3.43 3.10 2.40 60 4.0 
4.05 4.40 $2.03 47 4.3 
3.57 3.75 3.00 65 4.6 
6.72 6.55 4.40 116 3.8 
247 2.30 °1.80 49 


3.00 


to augment his social security and other retire- 
ment benefits. The objective is the highest 
income return commensurate with safety, 
rather than long-term capital gain. At the same 
time, it is advisable to lessen the risk element 
that previously could be withstood while, the 
individual had a regular source of earned 
income. 

The securities recommended above are suit- 
able either for the retired person or for the 
investor seeking a liberal and reasonably assured 
income. The division of funds can be varied to 
fit various requirements and income needs, but 
a reasonable yardstick might be 25% in bonds, 
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25% in preferred stocks, and 50% in common 
stocks. 

For approximately three years, high-grade 
bonds and preferred stocks have yielded more 
than the typical common stock, counter to the 
usual experience. There is every assurance that 
interest or dividends, as the case may be, will 
be paid on these fixed-income securities and 
that principal on the bonds will be met at 
maturity. Price fluctuations, governed by the 
ups and downs in money rates, are usually 
quite moderate. The chief shortcoming is that, 
because of their fixed terms, these securities 
do not provide protection against a further 
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= CATERPILLAR TRACTOR $4.20 .............. 
Gas & Exvectrnic $4 ............... 
COMMONWEALTH EbpIson $4.64 
CONSOLIDATED EDISON .................... 
2.73 *1.60 35 4.6 


HYPERTENSION 


PHYSICIANS PRESCRIBE 


R 


CHLOROTHIAZIDE 


: more often than any other diuretic 


“Since the chlorothiazide compares well 
in effectiveness with other hypotensive 
drugs, it is our practice to initiate therapy 
with chlorothiazide alone in all patients 
with normal renal function. Inthe absence 
of signs indicating urgency in the reduc- 
tion of pressure we find it advisable to 
continue such treatment for one or two 


- months.” 
~ Conway, J., and Lauwers, P.: Circulation 21:21, 


January, 1960. 
Supplied: 250-mg. and 500-mg. scored tablets 


= DIURIL chlorothiazide in bottles of 100 and 1000. 


Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 


EFFECTIVE MANAGEMENT OF HYPERTENSION BEGINS } WITH DIURIL 
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reduction in the purchasing power of the dollar. 

As a rule, well-chosen common stocks 
provide this safeguard, but are subject to 
wider intermediate price movements. As the 
economy grows—and likewise corporate earn- 
ings—such issues usually appreciate sufficiently 
in value to compensate for inflation, accom- 
panied by increased dividend payments. 

The person approaching retirement does not 


necessarily have to make an immediate large- 
scale switch of holdings. This can be accomp- 
lished in an orderly manner by directing initial 
efforts toward the weeding out of overly 
speculative or otherwise undesirable holdings. 
It may well be that some of the securities held 
already qualify and can be used as the nucleus 
for a program conforming to your changed 
investment objectives. 


RAPID GROWTH STOCKS IN THE NEWS 


ADDRESSOGRAPH-MULTIGRAPH will pay a 2% 
stock dividend November 3. . . . FouR STAR 
TELEVISION is acquiring Materto Productions, 
a Hollywood television show producer for over 
‘$1 million cash, from internally generated 
funds, and has also entered the field of live TV 
production through acquisition of Heatter- 
Quigley Enterprises. .. . GENERAL BATTERY & 
CERAMIC is planning a new Ohio plant to 
serve the midwestern market, with construction 
to begin in 1962. . . . A tentative agreement 
has been reached for merger of H. W. Lay with 
Frito Co., involving an exchange of 1.65 shares 
of the latter’s stock for each share of Lay, with 
the new company to be known as Frito-Lay. 
The move is subject to later approval of direc- 
tors and stockholders. Prices of the two stocks 
are about in line on the basis of the proposal. 

Stockholders of NATIONAL VIDEO voted on a 
2-for-1 split of the Class A and B shares. Class 
A dividends will be $0.12% quarterly, corre- 
sponding to the recently increased $0.25 rate 


on the existing stock. . . . LITTON INDUSTRIES 
has acquired Cole Steel Equipment Co., maker 
of office furniture, as a division of its business 
machines group. Cole’s sales have been running 
at an annual rate of about $20 million... . 
Stockholders of MANPOWER, INC. will be asked 
to approve a 3-for-2 split of the common at 
the annual meeting on November 8. . . . Plans 
for merger of Lire & CASUALTY INSURANCE OF 
TENNESSEE and Gulf Life Insurance have been 
dropped. 


SPEEDRY CHEMICAL PRODUCTS on Septem- 
ber 5 announced the acquisition of Gloco 
Products, Inc., its distributor in the New York 
area. The acquisition was for an undisclosed 
amount of stock and cash. . . . STANDARD 
BRANDS PAINT Co. shares were listed on the 
American Stock Exchange as of September 6. 
. .. STOP & Suop has declared a stock dividend 
of 3%, payable Nov. 1. 


STEELS SEEN OVERCOMING WAGE BOOST 


Any Price Boosts Will Be Minor—But Rising Demand and Higher 
Productivity Make for Impressive Near-Term Profits Prospects 


Wages in the steel industry rose by another 
$0.13 hourly on October 1. This automatic 
increase, which adds an estimated $2-$2.50 a 
ton to the cost of making finished steel, brings 
advances under the current three-year contract 
with the United Steelworkers to approximately 
$6-$7.50 per ton. Unlike the industry prac- 
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tice in earlier years of the postwar period, no 
price increases were effected to offset part of 
the added costs. In fact, the only major price 
changes since 1958 have been reductions in 
reinforcing bars, merchant wire, and pipe 
(products in which import competition is quite 
keen), and also several cuts in flat-rolled stain- 
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“just right” relief from pain 
...0e it subtle or severe 


The need for relief of suffering can be met effi- 
ciently and with a high degree of safety with 
the ‘Empirin’ family of analgesics...carefully 
graded to give the proper degree of analgesia 
for each degree of pain. 


‘TABLOID’ 

‘EMPIRIN’ COMPOUND’ 
Acetophenetidin ....... gr. 22 
Acetylsalicylic Acid ..... 342 


‘TABLOID’ 


‘EMPIRIN’ COMPOUND 


WITH 


CODEINE PHOSPHATE 


CODEINE PHOSPHATE — gr. ¥% No. 
CODEINE PHOSPHATE — gr. 14 No. 


CODEINE PHOSPHATE — gr. ¥% No. 3 


4 


*Subject to Federal Narcotic Regulations. 
Available on oral prescription where 


Bra state law permits. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 


CODEINE PHOSPHATE — gr. 1 No. 
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LEADING STEEL EQUITIES 


EARN. $ PER SH. INDIC. 
*ISSUE 1960 E1961 DIVD. $ 


ACME STEEL 0.50 
ALLEGHENY LUDLUM 2.65 
ARMCO STEEL 4 4.25 
BETHLEHEM STEEL : 2.15 


1961 APROX.  $P-E 

PRICERANGE PRICE RATIO 
24%-17 40.0 
50% -35 17.7 
79% -67% 16.9 
49% 19.5 


CARPENTER STEEL 
CoLorapo & IRon .... 
COPPERWELD STEEL 
-CRUCIBLE STEEL 


WHEELING STEEL 
YOUNGSTOWN SHEET & T. .. 


52% -39% 26.9 
23%-14% 17.0 
42%-31% 19.4 
26%-17% 42.0 
52% -35% 20.0 
49% 14.8 
73%-56% 17.0 
3914-23 10.5 
56 -38% 11.8 
984% -80 18.0 
65% -53% 17.1 
91%4-75% 19.3 
56 -42% 18.2 
114% -88% 15.5 


*Listed on New York Stock Exchange unless otherwise noted. §Over the counter. E—Estimated. 
yIncl. extras. {Based on estimated 1961 earnings. d—Deficit. "Years ended June 30. 


less steels. In stainless, which accounts for 
only 1% of industry tonnage, the presence of 
many small producers makes for a less orderly 


market than in the tonnage steels. 

Earlier hopes for price increases during the 
latter months of 1961 have been dimmed by 
the President’s letters to executives of major 
steel companies requesting the industry to fore- 
go higher prices as an anti-inflationary meas- 
ure. 

While steel officials rejected the request, 
increased competition from imported steel and 
other materials (notably aluminum, concrete, 
and plastics), together with the Administration 
pressure, indicate that any price advances in 
the near future will be relatively minor and 
extremely selective. 

Nevertheless, profit prospects for steel pro- 
ducers are impressive because of the rising 
level of demand. Operations over the rest of 
1961 and through the first half of 1962 should 
easily average 75%-80% of capacity as the 
impetus from higher steel consumption in the 
automobile, construction, and other industries 
is enhanced by some rebuilding of inventories 
following a year and a half of liquidation by 
steel users. 

The need for larger inventories arises from 
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higher activity in steel consuming industries 
(a 30-day supply of steel at the levels of eco- 
nomic activity projected for 1962 will be sub- 
stantially greater than a 30-day supply at the 
reduced rate of usage prevailing over most of 
the past year). Moreover, some accumulation 
of steel is indicated as a hedge against the pos- 
sibility of another strike in mid-1962, when 
the present union contract expires. 

The favorable earnings outlook for this high- 
ly cyclical industry in the face of another wage 
increase without any significant price improve- 
ment reflects the leverage of a higher rate of 
operations when heavy fixed charges are spread 
over larger tonnage sales. In addition, bene- 
fits from recent sizable expenditures on new 
and improved plant facilities (designed to in- 
crease productivity) should become quite 
marked with higher output. This pattern was 
evidenced throughout the postwar period, most 
recently during the second quarter of 1961, 
when net profits more than doubled those 
of the first quarter on a rise in sales of 
only 20%. 

Steel equities have not been stock market 
favorites in recent months because of added 
investor concern over increasing competition, 
reduced control over prices, and rising wage 
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0.40 
2.00 
3.00 
2.40 
"3,31 71.40 
d0.41 1.00 Nil 
: 2.08 1.75 2.00 : 
ra 0.19 0.50 0.80 
Cory 2D 2.25 1.40 
: Jones & LAUGHLIN ........ 4.04 4.00 2.50 
§KaIsSER STEEL ............. 3.49 3.25 Nil 
§McLoutH Stee: .......... 4.51 4.75 Nil 
NATIONAL STEEL .......... 5.53 4.90 3.00 
43 REPUBLIC STEEL .......... 3.36 3.50 3.00 
ae 7.38 6.50 5.00 
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According to a recent report* on the effectiveness 
of Terramycin in 106 cases of upper respiratory 
tract infection: “The response in sinusitis was par- 
ticularly gratifying, as both acute and chronic 
cases were controlled within an average of five 


days.” 


“It was the impression of the hospital staff that 
oxytetracycline [Terramycin ] was not only better 
tolerated, but more effective than other antibiotics 


habitually used.” 


The results reported in this and many other stud- 


ies confirm the vitality of Terramycin for broad- 
spectrum antibiotic therapy and demonstrate why 
—increasingly—the trend is to Terramycin. 


The dependability of Terramycin in daily 
practice is based on its broad range of 
antimicrobial effectiveness, excellent 
toleration, and low order of toxicity. As with 
other broad-spectrum antibiotics, 
overgrowth of nonsusceptible organisms may 
develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility 
testing. Glossitis and allergic reactions to 
Terramycin are rare. Aluminum hydroxide 
gel may decrease antibiotic absorption and is 
contraindicated. 

More detailed professional information available on request. 


® nother r } } 
nother reason why the trend is to 


OXYTETRACYCLINE WITH GLUCOSAMINE TERRAMYCIN Syrup/ Pediatric Drops 


CAPSULES 125 mg. per tsp. and § mg. per drop 
250 mg. and 125 mg. per capsule (100 mg./cc.), respectively—deliciously 
fruit-flavored aqueous forms... 
convenient initial or maintenance therapy preconstitused for ready oral administration 

in adults and older children TERRAMYCIN Intramuscular Solution 


50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—the broad- 


Science for the world’s well-being® spectrum antibiotic for immediate intra- 
muscular injection ... conveniently 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. preconstituted ... notably well tolerated at 


New York 17, N. Y. injection site with low tissue reaction 
*Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. compared to other broad-spectrum antibiotics 
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BRIEF BASIC INFORMATION 


FOR THE 4 OUT OF 10 


PATIENTS WITH NO 
DEMONSTRABLE PATHOLOGY' 


CONSIDER 


They may come to you only with a complaint of early 
morning insomnia or headache or loss of weight. 


By probing, you may elicit other symptoms, such as 
anorexia, chronic fatigue, apathy, inability to 


concentrate, moodiness, and disinterest in 
everyday activities. But if yours is a typical 
practice, you have probably found that careful 
examination of such patients often reveals no 


y somatic pathology. Gradually, the pattern of 
\ depressive disorders emerges. 


While tranquilizers may be indicated in some of these 


patients, many of them are candidates for the simple 
psychomotor stimulating effect of Monase. 


Tests in more than 4,000 patients justify the 
expectation that Monase will enable many of these 


patients to sleep better, eat better, and feel better. 


t Estimated average in general practice. 
*Trademark, Reg. U.S. Pat. Off.-brand of etryptarnine acetate 


Description: Monase is etryptamine acetate, a unique non-hydrazine 
compound, developed in the Research Laboratories of The Upjohn 
Company. 


Indications: Various depressive states: psychoneurotic depressive re- 
actions; psychiatric disorders with prominent depressive symptoms or 
features; transient situational personality disorders with pathological 
depressive features; manic-depressive reactions, depressed type; in- 
volutional psychotic reactions with depressed features; psychotic de- 
pressed reactions. 


Dosage: 30 mg. daily in divided doses. Initial benefit may be observed 
within 2 to 3 days, but maximum results may not be apparent until after 
2 or more weeks. Adjustment of dose to individual response should be 
effected in increments or decrements of 15 mg. daily at weekly intervals. 
The daily maintenance dose ranges between 15 and 45 mg. In schizo- 
phrenics, 30 mg. daily may be useful as an adjunct in activating these 
patients or brightening their mood. 


Contraindications anc Precautions: There are no known absolute con- 
traindications to Monase therapy. However, the drug should be used with 
caution in schizoid or schizophrenic patients, paranoids, and in patients 
with intense anxiety, as it may contribute to the activation of a latent or 
incipient psychotic process. Patients with suicidal tendencies should be 
kept under careful observation during Monase therapy until such time as 
the self-destructive tendencies are brought under control. 

Patients who are on concomitant antihypertensive therapy should be 
watched carefully for possible potentiation of hypotensive effects. Added 
caution should be employed in patients with cardiovascular disease in 
view of the occasional occurrence of postural hypotension, and the pos- 
sibility of increased activity as a result of a feeling of increased well being. 

Despite the fact that liver damage or blood dyscrasias have not been 
reported in patients receiving Monase, as is the case with any new drug, 
patients should be carefully observed for the development of these com- 


plications. Monase should probably not be used in patients with a history 
of liver disease or abnormal liver function tests. Also, the usual pre- 
cautions should be employed in patients with impaired renal function, 
since it is possible that cumulative effects may occur in such patients. 
_Monase should be employed with caution in patients with epilepsy 
since the possibility exists that the epileptic state may be aggravated. 
Also, because of its autonomic effects, therapy with Monase may ag- 
gravate glaucoma or may produce urinary retention. Monase must not be 
administered concomitantly with imipramine. In patients receiving 
Monase, caution should be employed in administering the following 
agents or related compounds in view of possible lowering of the margin 
of safety: meperidine, local anesthetics (procaine, cocaine, etc.), phenyl- 
ephrine, amphetamine, alcohol, ether, barbiturates or histamine. 
Toxicity and Side Effects: The side effects observed in patients on 
Monase therapy, in general, have been mild and easily managed by 
symptomatic therapy or dose reduction. If such side effects persist or are 
severe, the drug should be discontinued. Alterations in blood pressure, 
usually in the form of postural hypotension, or more rarely, an eleva- 
tion of blood pressure, have been reported. Other side effects include 
allergic skin reactions and drug fever and those that appear to be dose 
related since they are more likely to occur when the daily dose exceeds 
60 mg. These are nausea and gastrointestinal upset, headache, vertigo, 
palpitation, dryness of the mouth, blurred vision, over-stimulation of the 
central nervous system, restlessness, insomnia, paradoxical somnolence 
and fatigue, muscle weakness, edema, and sweating. Following sudden 
withdrawal of medication in patients receiving high doses for a pro- 
longed period, there may occur a “rebound” with- 
drawal effect which is characterized by headache, 
central nervous system hyperstimulation and occa- | Upjohn | 
sionally hallucinations. 


Supplied: Monase, compressed tablets, 15 mg., in ; _ 
bottles of 100 and 500. 75th year 
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costs. The industry’s problems in these re- 
spects, however, are no greater (in some cases 
less) than the same problems confronting other 
basic industries such as oils, chemicals, alumi- 
num and metal fabricating. 

Moreover, steel companies generally have 
the financial resources to help solve these 
problems by effective application of current 
and future capital expenditures. Outlays will 
doubtless be concentrated on new processing 
facilities (the oxygen converter furnace is an 
outstanding example), improving output in 
present open hearths with oxygen lances, and 
generally increasing output per man-hour 


FROM COAST TO COAST 


Latest indications are that WESTINGHOUSE 
ELEctTrRIc will barely earn its $1.20 dividend 
this year, mainly reflecting poor pricing in most 
of the general industrial product cateogry. 
However, the present rate is likely to be con- 
tinued, in view of the company’s excellent 
financial position. Profits in 1960 were equal 
to $2.22 a share. . . . Sales of NATIONAL ACME 
will be slightly lower this year, while margins 
are reflecting a cost-price squeeze. Earnings 
will be substantially below last year’s $3.55 a 


through higher yields and more efficient rolling 
mills. 

NATIONAL STEEL and McLoutTu, low-cost 
producers with major participation in the auto- 
mobile market, are regarded as the most attrac- 
tive quality issues in the group, both on pros- 
pective 1962 earnings and for long-pull pur- 
poses. GRANITE City is also suitable on a 
semi-investment basis. Among the low-priced 
speculative issues, ACME, CRUCIBLE and COLo- 
RaDo Fuet & IRON have appeal for cyclical 
recovery, especially in view of the added earn- 
ings contribution to be expected from sizable 
new plant facilities. 


share, but incoming orders, particularly from 
foreign sources, suggest improvement in 1962. 
. . . FRAM Corp. is obtaining a larger share 
of the original equipment automotive business 
than formerly. It is also endeavoring to expand 
operations into the broadening field of indus- 
trial filter uses, as well as in aviation and 
missile applications. Despite a poor first quar- 
ter, this year’s earnings should be in line with 
the $2.13 a share of 1960. 

Second-half results of CROMPTON & 
KNOWLEs will not match the excellent showing 
made in the first six months. Profits for the 
full year are placed at $2.25-$2.50 a share 
against $2.61 in 1960. Prospects for 1962 are 
brightened by indications that the textile indus- 
try is getting ready for another round of 
machinery buying. . . . AEROVOX CorP., which 
has a spotty sales and earnings record, now 
appears to be on the upbeat. Substantial gains 
are indicated for 1961, with all the gain com- 
ing in the final half. Net of about $0.50 a 
share seems attainable, up from last year’s 
$0.14. 


GENERAL DEVELOPMENT BUYS NEW TRACT 


Exercising its option, GENERAL DEVELOP- 
MENT has acquired, at a cost of $16.5 million, 
43,000 acres in the Cape Canaveral area con- 
tiguous with its Port Malabar development. 


The latter, covering 2,400 acres, includes nearly 
300 homes and an industrial park. Expansion 
of the Cape complex, according to the NASA, 
will mean 20,000 new space age jobs in the 
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Put your 
low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain re- 
lief while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 

Kestler reports in controlled study: Average time for re- 
storing patients to full activity: with Soma, 11.5 days; without 
Soma, 41 days. (J.A.M.A. Vol. 172, No. 18, April 30, 1960.) 

Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.LD. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


@* Wallace Laboratories, Cranbury, New Jersey 


Dept. S-9A, Professional Services Dept. 
Wallace Laboratories, Cranbury, N. J. 


Gentlemen: Please send me a physician’s sample 
of Soma. 


Dr 
Street. 


City 
Type of practice 
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@ THERAPEUTIC INDEX 


“Thiosulfil” Forte 


BRAND OF SULFAMETHIZOLE 
“THIOSULFIL” has been found effective against 
the following urinary pathogens: Proteus vul- 
garis, Pseudomonas aeruginosa, Escherichia 
coli, Streptococcus fecalis, Escherichia inter- 
medium, and Aerobacter aerogenes. |n individ- 
ual cases, sensitivity of the organisms may vary. 
Sensitivity tests, preferably by the tube dilution 
method, should be done first, for guidance as to 
alternate therapy in case “THIOSULFIL” FORTE 
does not control the infection. 


INDICATIONS: Treatment of cystitis, urethritis, pye- 
litis, pyelonephritis, and prostatitis due to bac- 
terial infection amenable to sulfonamide therapy; 
prior to and following genitourinary surgery and 
instrumentation; prophylactically, in patients with 
indwelling catheters, ureterostomies, urinary 
stasis, and cord bladders. 


SUGGESTED RANGE OF DOSAGE: Adults: 1 or 2 tab- 
lets (0.5 Gm.-1.0 Gm.) three or four times daily. 


WARNING: Due to the high solubility in body 
fluids of “THIOSULFIL” and its acetyl form, the 
hazards of renal tubule obstruction are mini- 
mized. The usual precautions exercised with 
sulfa drugs generally should, however, be ob- 
served. In those rare instances where exan- 
themata, urticaria, nausea, emesis, fever or 
hematuria, are encountered, administration 
should be discontinued. 


CONTRAINDICATION: A history of sulfonamide 
sensitivity. 


SUPPLIED: NO. 786 —“THIOSULFIL” FORTE —Each 
tablet contains sulfamethizole 0.5 Gm. (scored), 
in bottles of 100 and 1,000. 

ALSO AVAILABLE—NO. 785: “THIOSULFIL” 
—Each tablet contains sulfamethizole 0.25 Gm. 
(scored), in bottles of 100 and 1,000. No. 914— 
“THIOSULFIL” Suspension —Each 5 cc. (tea- 
spoonful) contains sulfamethizole 0.25 Gm., in 
bottles of 4 and 16 fluidounces. 


SUGGESTED DOSAGES: Adults: 0.5 Gm. four 
times daily. Infants: (Up to 20 lb.) 25 to 30 mg. per 
pound per day in four divided doses. Children: 
(20 to 50 Ib.) up to 150 mg. four times daily; (50 to 
75 |b.) up to 300 mg. four times daily; (over 75 Ib.) 
adult dose. 


WHEN ANALGESIA IS DESIRED 
“THIOSULFIL’-A FORTE NO. 783: 


Each tablet contains sulfamethizole 0.5 Gm., and 
phenylazo-diamino-pyridine HCI 50.0 mg,., in bot- 
tles of 100 and 1,000. 


CONTRAINDICATIONS: (1) a history of sulfonamide 
sensitivity and (2) due to the phenylazo-diamino- 
pyridine HCI component, renal and hepatic fail- 
ure, glomerulonephritis, and pyelonephritis of 
pregnancy with gastrointestinal disturbances. 


USUAL DOSAGE: Adults: 2 tablets, four times daily. 
Children (9 to 12 years): 1 tablet, four times daily. 


ALSO AVAILABLE: NO. 784 “THIOSULFIL”—A 
—Each tablet contains sulfamethizole 0.25 Gm., 
and phenylazo-diamino-pyridine HCI 50.0 mg., in 
bottles of 100 and 1,000. USUAL DOSAGE: 
Adults: 2 tablets, four times daily. Children (9 to 
12 years): 1 tablet, four times daily. 


For references, see opposite page. 
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SAFELY MANAGES ALL EPISODES OF URINARY TRACT INFECTION 


Forte 


(BRAND OF SULFAMETHIZOLE) 


THE ONE SULFONAMIDE THAT OFFERS 

@ Maximum urinary concentration of active, free sulfa at site of infection 
™@ Rapid clearance (noncumulative) 

m@ Rare incidence of side effects 

@ High degree of clinical effectiveness 


“Thiosulfil” dosage schedules reported in the literature. 


9 INITIAL EPISODE (Acute Infection) 3 Gm./day' 


Based on 7 years’ clinical experience in treating 3,057 cases of upper and lower 
urinary tract infection, Bourque' found 3 Gm./day for 2 weeks (the average dosage 
employed in 97 per cent of patients) effective in most cases. 


@ 


Te RECURRING EPISODE (Flare-up) 3 Gm./day' 
“)) (© | Same dosage as above. When longer therapy is required as in cases where there is 
ame stasis due to obstruction, administration may be continued at a lower dosage range. 


CONTINUING EPISODE (stasis/obstruction) 2 Gm/day?? 0.5 Gm./day' 


Where infection remains latent due to causes which cannot be eliminated as in 
paraplegia, patients have been maintained symptom-free on dosage regimens rang- 

‘eG’ ing from 2 Gm. to 0.5 Gm./day. After initial control of acute symptoms, therapy may 
continuing | be continued indefinitely on a low dosage basis to guard against recurrence and pre- 
vent ascending infection. Many cases can be controlled with as little as 0.5 Gm./day. 


SUPPLIED: No. 786 — “Thiosulfil’” Forte — Each tablet contains sulfamethizole 0.5 Gm. 
(scored), in bottles of 100 and 1,000. 


ALSO AVAILABLE —!In urinary tract infection—to albeviate pain and control the infection: 
No. 783—“THIOSULFIL”®-A FORTE combines the sulfonamide specific for urinary tract 
infection with a potent analgesic for prompt, soothing relief of local discomfort. Each tablet 
contains sulfamethizole 0.5 Gm. and phenylazo-diamino-pyridine HCl 50 mg., in bottles of 
100 and 1,000 tablets. 


References: 1. Bourque, J.-P., and Gauthier, G-E.: L’'Union Medicale 89:640 (May) 1960. 2. Cot- 
trell, T. L. C., Rolnick, D., and Lloyd, F. A.: Rocky Mountain M. J. 56:66 (Mar.) 1959. 3. Bourque, 
J.-P., and Joyal, J.: Canad. M.A.J. 68:337 (Apr.) 1953. 4. Hughes, J., Coppridge, W. M., and 
Roberts, L. C.: North Carolina M. J. 17:320 (July) 1956. 


Ayerst Laboratories 
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area and many times that number of support- 
ing retail, service, and other lines of employ- 
ment. Port Malabar, located 15 miles from 
Patrick Air Force Base and 30 miles from 
Cape Canaveral, already houses employees of 


both these installations, and the company ex- 
pects to get a good portion of tie incoming 
personnel to settle at Port Malabar. Recently 
priced at 15 (A.S.E.), the shares are still be- 
lieved to offer promising long range potentials. 


NAFPS POSITION STRENGTHENED 


NarFi’s Corp. should report a nominal profit 
for the seasonally-poor third quarter, compared 
with a deficit of $0.20 a share in the corres- 
ponding period of 1960. For 1961 as a whole, 
earnings are expected to rise to $2 or more 
a share from $1.42 last year, reflecting the 
inclusion of Chris-Craft for the entire year. 
Monthly sales of Chris-Craft, the largest fac- 
tor in the motor boat field, are now close to 
last year’s levels. Higher profits are anticipated 
for 1962. The recent agreement by the for- 
mer stockholders of Chris-Craft to exchange 


$3,000,000 of their $18,000,000 short-term 
notes for about 100,000 shares of NAFI and 
the successful completion of current negotia- 
tions to refinance the $15,000,000 balance 
with 17-year notes would strengthen finances 
materially and could lead to the resumption 
of cash dividends. 

At the recent price of 26 (N.Y.S.E.), NAFI 
is selling for about 14 times estimated 196] 
earnings, a reasonable valuation for the stock 
of a company operating primarily in the leisure 
time field. 


MEDIUM-PRICED BLUE CHIPS 


Stock Splits Have Placed These Sound-Quality Issues in Moder- 
ate Price Range—Regarded as Excellent Long-Term Investments 


Once something only the wealthy could 
afford, blue chip stocks are now well within 
the reach of the average investor. The dis- 
tinguishing characteristic is quality, rather than 
the price tag of $100 or more that used to be 
popularly associated with such issues. Far- 
sighted managements have used stock splits or 
stock dividends to bring prices down, thus 
broadening the market. They reason that the 
more shareholders there are, the more cham- 
pions a company will have. Moreover, stock 


splits are an important means of giving official 
recognition to long-term growth. 

Since high price is no longer a criterion, the 
term “blue chip” now refers to stocks with 
above-average investment attributes, command- 
ing a high degree of popular esteem or prefer- 
ence for this purpose. Typical of virtually all 
blue chip companies is their dominant position 
and their underlying strength. 

The seven stocks selected herewith, all sell- 
ing around or under 60, would make an excel- 


A $4500 BLUE CHIP PORTFOLIO 


. Great ATL. & Pac. ....... 
. MANUFACTURERS HANOVER ... 


. May Dept. Stores 

. PaciFic LIGHTING 

. PHILADELPHIA ELEC. 
. RELIANCE INSURANCE 


APPROX. 

INCOME 

$18.00 

14.00 

20.00 

22.00 

24.00 

24.00 

22.00 


$144.00 


MEDICAL TIMES 


: 
APPROX. 
YIELD 
15 shs. CorN Propucts ........ 2.3% 
10 
10 shs 3.4 
NE: 10 shs 3.9 
20 shs 3.5 
4 10 shs 35 
$4,415 3.1% 


SUSTAINED RELEASE IRON CAPSULES LEDERLE 


MEET 
THE SPECIAL NEEDS 


timed action releases iron in the area of optima! uptake— 
primarily in the duodenum-jejunum, and some in the ileum. The possibility of G.l, irritation is reduced 
because ferrous fumarate is a better tolerated form of fron, and because the concentration of iron is 
never unduly high at any point. FERRO-SEQUELS also contain dioctyl sodium suifosuccinate which helps 


soften stools for easier elimination. 


Each two-tone, green FERRO-SEQUELS contains: 
Ferrous fumarate (equivaient to 50 mg. elemental iron) . 
Diocty! sodium sulfosuccinate 

Dosage: 1 or 2 SEQUELS daily. Supplied: Botile of 30. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMIO COMPANY, Pear River, New York 
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*Trademark, Reg. U.S. Pat. Off.—prand of etryptamine acetate 


SEE PAGE 161A 
Upjohn 


lent portfolio for the average investor or they 
can be used as the framework around which 
to build more extensive lists. Adequate diver- 
sification is provided. Note in the table how 
investments made in 1953 would have grown 
both in terms of shares owned and market 
value; also, how earnings and dividends have 
increased. 

The $154 annual income provided by the 
sample $5,000 portfolio would be equal to a 
yield of 3.1%, somewhat larger than the cur- 
rent average for common stocks. The commit- 
ment in each issue can be varied, of course, to 
fit other investment objectives. These issues 
are also well suited for accumulation over the 
| long term under a dollar cost averaging pro- 
gram. 


® Corn Propucts is the leading corn re- 
finer in the world and one of the largest food 
processors. It continues to regard overseas 
markets as a fertile area for future growth. 
Operations outside the United States and Can- 
ada already account for 36% of total consoli- 
dated sales and 41% of over-all profits. With 
the standard of living in foreign countries rising 
at a faster pace than in the U.S., the company 
looks for foreign business to contribute half 
of consolidated profits in the relatively near 
future, despite the rapid tempo of domestic 
growth. The company’s development work in 
dehydrated foods indicates they could become 
an important segment of its operations, espe- 
cially in foreign markets. Sales for 1961 are 
expected to reach a new peak of around $725 
million and earnings are estimated at $1.80 a 
share, compared with $1.74 in 1960, the latter 
adjusted for the 2-for-1 split in May 1961. 
Dividends of $0.30 quarterly are secure. The 
shares are attractive for conservative long-term 
investment. 


GREAT ATLANTIC & PACIFIC TEA Co. is 
the largest of all merchandising firms, with 
sales of around $5.3 billion. Some 4,350 food 
markets, of which about two-thirds are in the 
Middle Atlantic and East Central States, are 
supported by substantial distribution and man- 
ufacturing plants; own manufactured products 


account for about 11% of sales. Household 


| 

FOR COMPLETE DETAILS ON 


time of day. 


Suppresses appetite, elevates mood. 


Boosts metabolism, counteracts possible 
subclinical hypometabolic deficiency. 


Alleviates hunger spasms. 


Provides gentle morning laxation. 


Offsets evening excitation; promotes 
sound sleep. 


upon request. 


IN OBESITY, ONE PHANTOS CAPSULE DAILY 


Helps you end all common 


yA single convenient Phantos Capsule 
= gives “round-the-clock” action in three 
timed phases, each a complete formula, tailored to the patient’s needs at that 


dieting patients 


> 
> 
> 


> 
> 


x IMMEDIATE 
RELEASE 
Amphetamine 
5 mg. 
gr. 
Atropine 
1/360 gr. 


Phantos-10 is % strength of above Phantos formula, for management on lower 
dosage. Phantos can be prescribed for virtually all overweight patients (ob- 
serve usual precautions in cardiovascular disease, hypertension, hyperthy- 
roidism). "Phenobarbital may be habit forming. SUPPLIED: Phantos: 30, 250 
and 500 capsules. Phantds-10: 30 and 250 capsules. Samples and literature 


INTERMEDIATE 


RELEASE 
Amphetamine 
5 mg. 
gr 
Atropine 
1/360 gr. 


don’t have enough 
will power to control my 
appetite.” 


“My doctor says | don’t 
burn up calories fast 
enough.” 


“Every time | diet, | get 
constipated.” 


“| can’t sleep when | take 
medication that really 
works.” 


“| take the morning 
pill but often forget the 


| rest.99 


simply can’t stand 
Se hunger pangs.” 


FINAL 

RELEASE 
Amphetamine 
5 mg. 
gr 


Phenobarbital* ....¥ gr. 


® 
Day-Long Action 
Capsules 


yore TINSLEY LABORATORIES, INC. Harrison, New Jersey 
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items and other non-food products have been 
added to larger stores in recent years; in the 
five years through early 1961 about 1,100 new 
stores were opened. Earnings have more than 
doubled since the early 1950’s on rising sales 
and wider profit margins in recent years. For 
the fiscal year ending February, 1962, net 
could exceed $2.65 a share, and the $0.30 
quarterly dividend may again be supplemented 
by a year-end extra in cash and stock. In addi- 
tion to recent reports of negotiations with vari- 
ous discount houses, the company is indicated 
to be testing such diversified operations as 
laundry and dry cleaning units, and automobile 
and tire accessories stores. The stock is fairly 
priced and offers interesting long-pull poten- 
tials based on possible new ventures. 


@ MANUFACTURERS TRUST 
should, over the years ahead, reap the benefits 
of enhanced opportunities provided by the 
merger a month ago. The merger was an ideal 
union of two complementary operations, join- 
ing together the extensive consumer business 
of Manufacturers Trust with Hanover’s well- 
developed corporate accounts and trust activi- 
ties. In view of the enlarged resources, and 
with cost savings likely to be realized, pros- 
pects are favorably regarded. Net operating 
earnings this year probably will be about 5% 
under the pro forma $3.80 a share of 1960, 
but a good gain is expected in 1962. Yielding 
3.4% from the $0.50 quarterly dividend, the 
shares are recommended for investment ac- 
counts seeking income combined with long- 
term appreciation. 


@ May DEPARTMENT STORES is one of the 
major companies in its field, with 12 major 
stores and 38 branches; the latter account for 
about 46% of total sales. Substantial expan- 
sion of facilities during the 1950’s, when branch 
space was increased from 1,100,000 square 
feet to 5,600,000, accelerated sales growth in 
recent years. By early 1962, branch stores will 
have 6,771,000 square feet of space and main 
stores will have 7,571,000, a rise of 21% over 
early 1959. In 1957, some 50% of sales was 
derived in the Pittsburgh, Youngstown, Cleve- 
land and Akron areas, but this will soon be 
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down to 30% as a result of new outlets in 
the Washington, D.C. area, Denver, Jackson- 
ville, Fla. and Los Angeles. A major expan- 
sion program projected through 1964, mostly 
in new growth areas, is being broadened to 
include discount stores. Earnings for the fiscal 
year ending January, 1962 may approximate 
$3.35 a share, and the $0.55 quarterly divi- 
dend is secure. The stock is attractive for 
longer-term gains as benefits accrue from sub- 
stantial expansion in recent years and the cur- 
rent aggressive program. 


@ PaciFic LIiGHTING—The southern Cali- 
fornia service area of this natural gas distrib- 
uting system is far outpacing the country in 
population gains. A load growth of between 
80,000 and 100,000 new customers annually 
is projected for several years ahead. Mainly 
because of an unusually mild winter, earnings 
for 1961 have been indicated at around $3.10 
a common share, down from $3.43 a year be- 
fore, when a more favorable heating weather 
pattern prevailed. Assuming more normal 
heating degree days, a good recovery in earn- 
ings is looked for in 1962, and dividends 
should continue at a minimum of $0.60 quar- 
terly. Southern California Edison, the prin- 
cipal customer for interruptible gas, has 
arranged for an independent gas supply from 
south Texas to be piped across Mexico into 
California. A U. S. Supreme Court ruling in 
the Consolidated Edison case upheld the auth- 
ority of the Federal Power Commission to 
regulate the end use of gas piped interstate 
and also over the purchase and cost of such 
gas from independent producers. This ruling 
could affect the competitive SoCalEd proposal. 
The shares are attractive for income and longer- 
range growth. 


@ PHILADELPHIA ELECTRIC supplies elec- 
tricity and gas service to a rapidly expanding 
residential and highly diversified industrial area 
in southeastern Pennsylvania, including Phila- 
delphia. In keeping with the steady develop- 
ment of the Delaware Valley area, the com- 
pany’s revenues and earnings should continue 
in an upward trend for some time ahead. For 
1961, profits are projected at around $1.55 a 
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THE TEDRAL PATIENT lives normally, breathes freely, without fear or 


embarrassment of asthma attacks. 


ONE TEDRAL TABLET taken at the first sign of an attack relieves 
congestion and constriction within fifteen minutes and protects for as 
long as four hours. For prophylaxis or when attacks are frequent, 
prescribe one or two tablets q.4h. For children 6 to 12 years old, 
half the dosage. 


Each scored Tedral tablet contains theophylline 130 mg., ephedrine 
HCI.24 mg. and phenobarbital 8 mg. 


the ® 
TEDRA 
antiasthmatic 


Children often prefer the licorice flavor of Tedral Pediatric Suspension 


of GELUSIL PROLOID PERITRATE MANDELAMINE 


MORRIS FLAING, 
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some people 


are just 
too thin 


Effigies of pitifully emaciated people with ribs showing like ‘corrugated iron,” such as this 
one from Nayarit, are typical of the tendency in primitive Western Mexican art to portray com- 
mon illnesses and pathological deformations. 
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Dianabol 
adds 

working 
weig ht Most underweight, debilitated patients show both objective 


and subjective improvement after anabolic therapy with Dianabol. In the chron- 
ically underweight patient, as well as in patients wasted and weakened as a result 
of aging, chronic or acute illness, trauma, or surgery, Dianabol promotes lean 
weight gain (averaging 5'/2 pounds and often exceeding 10 pounds) within several 
weeks. What’s more, by improving weight status and general physical condition, 
Dianabol renews vigor and revives a sense of well-being in the patient who is too thin. 
Advantages of Dianabol over other anabolic agents: 

m@ Dianabol has an unusually favorable anabolic/androgenic ratio. The anabolic 
effects of Dianabol occur at dosages which generally preclude androgenic side 
reactions. In this respect, Dianabol proved superior to 12 other anabolic agents.* 
™ Dianabol is economical. Low in cost, Dianabol is especially suitable for the 
chronically ill patient who may require long-term therapy. 

@ Dianabol is effective orally. Because it is an oral preparation, Dianabol spares 
patients the inconvenienee and discomfort of parenteral drugs. 


SUPPLIED: Tablets, 5 mg. (pink, scored); bottles of 100. For complete information 
about Dianabol (including dosage, cautions, and side effects), see current Physicians’ 
Desk Reference or write CIBA, Summit, N. J. 


*Misurale, F.: Minerva med. 51:996 (March 21) 1960. 


® 
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STATISTICAL BACKGROUND OF SELECTED ISSUES 


——DIVIDENDS 
PAID CURRENT 
SINCE 1953 RATE 


1920 0.60 1.20 
1925 0.70 71.40 


EARN. $ PER SHARE 
1953 1960 E196! 


YIELD 
% 


1961 RECENT 
PRICERANGE PRICE RATIO 
59%-45% 53 29.4 
57% -35% 56 21.1 
1852 71.40 2.00 58%-45 58 16.1 
1911 1.80 2.20 S8%-44% 57 17.0 
1909 1.62% 2.40 61 -52 60 19.4 
1902 0.77% 1.20 34%-30% 34 21.9 
1858 2.68 12.20 70%-53% 63 11.5 


. E—Estimated. +Plus stock. tBased on estimated 1961 earnings. 
Pro-forma. *Years ended Jan. 31, 1961 and 1962. 


*ISSUE WORTH 


Corn PRODUCTS $4,823 
Great ATL. & PACIFIC 11.008 3,864 
MANUFACTURERS HANOVER .. 2 1,972 
May Dept. SToRES 2,052 
PaciFic LIGHTING 2,220 
2,380 

1.235 1,134 


0.90 
*1.46 
“2.68 

2.00 

1.18 

6.97 


1.74 
12.57 
*3.80 

3.43 

1.42 

5.60 


*Listed on New York Stock Exchange. e American Stock Exchan 
"Years ended Feb. 28, 1961 and 1962. *Manufacturers Trust only. 


1.80 
*2.65 
3.60 
“3.35 
3.10 
1.55 
5.50 


share, as against $1.42 a year before, despite company’s position. Recent acquisition of 


a sizable drop in credits for interest during 
construction. Part of the improvement will 
reflect tax savings stemming from rapid depre- 
ciation, which are being included in reported 
earnings for the first time this year. In 1960, 
such savings were charged against earnings, 
and equaled $0.19 on the present number of 
shares. Dividends are expected to continue at 
$0.30 quarterly. Considering the reasonable 
price-earnings ratio and generous yield, the 
high-grade stock is an attractive commitment 
for both income and longer-range capital 
gains. 


@ RELIANCE INSURANCE—Partly because 
of wind and hail storms, earnings for 1961 
will bring little cause for enthusiasm, but the 
year has seen important strengthening in the 


Standard Accident Insurance (through a share- 
for-share exchange), besides resulting in a 
doubling in business volume, brought in a large 
casualty business to supplement Reliance’s 
well-established fire writings. The newly-ac- 
quired casualty writings have been improving 
nicely this year, helping to offset effects of 
storm damage. Adjusted for equity in the 
increase in unearned premium reserve, about 
breakeven underwriting results are probable 
for 1961, while investment income is expected 
to approximate $5.50 a share. Given more 
normal weather conditions, combined earnings 
stand to show a sharp gain in 1962. Dividends 
of $0.55 quarterly probably will be augmented 
again by a 5% year-end stock extra. The shares 
offer exceptionally sound value and should pro- 
duce worthwhile capital gains. 


EIGHT UTILITY SPLIT CANDIDATES 


Selling at Prices Conducive to Splits — Promising Earnings- 
Dividend Prospects Add to Their Appeal as Long-Pull Investments 


Stock splits are becoming increasingly pop- 
ular with utilities. Thus far in 1961, more than 
a dozen electric power companies effected 
splits, and indications are that other announce- 
ments will be forthcoming. 

Numerous utilities are in a position to take 
advantage of this market stimulant. For one 
thing, current prices are at peak levels, with 
many issues selling well above 50. By split- 
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ting, these companies have an opportunity to 
broaden the market for their shares by placing 
them within reach of a greater number of in- 
vestors. This is important to utilities because 
of the necessity of raising equity capital from 
time to time to assist in financing heavy con- 
struction expenditures. 

Presented herewith are eight sound utility 
stocks selling on the New York Stock Ex- 
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TYZINE 


BRAND OF TETRAHYDROZOLINE HYDROCHLORIDE (0.05%) 


for nasal congestion 


NASAL 


“The ‘fatigue’ phenomenon, in which the nasal con- 
gestion no longer responds after frequent use of 
nose drops over a prolonged period, was not en- 
countered with Tyzine solution, even in patients 
using it regularly for as long as two weeks.” 


TYZINE is tetrahydrozoline hydrochlo- 
ride, a sympathomimetic amine with po- 
tent decongestant properties. Relief is 
almost immediate and lasts four to six 
hours after a single administration. Virtu- 
ally free of sting or burn and rebound 
congestion... odorless and tasteless. 
TYZINE is not significantly absorbed sys- 
temically when used as directed ... does 
not impair ciliary activity ... and is physi- 
ologically buffered to pH 5.5. 

INDICATIONS: Relieves inflammatory hyper- 
emia and edema of the nasal mucosa 
and congestive obstruction of sinus and 
eustachian ostia, as may occur in the 
common cold, hay fever, perennial vaso- 


Menger, H. C.: New York State J. Med. 55:812, 1955. 


motor rhinitis, chronic hypertrophic rhini- 
tis, and sinusitis. 

DOSAGE AND ADMINISTRATION: Infants under 
2 years —1 or 2 drops. Children 2 to 6 
years — 2 or 3 drops. Instill in each nostril 
as needed, not more often than every 
three hours. 


SIDE EFFECTS: Transient mild local irrita- 
tion after instillation has been reported 
in rare instances. 


PRECAUTIONS: Always use the 0.05% pedi- 
atric strength for infants and younger 
children. The 0.1% concentration of 
TYZINE should be restricted to adults 
and children 6 years and over. Avoid 


PEDIATRIC 


doses greater or more frequent than 
those recommended above. Use with cau- 
tion in hypertensive and hyperthyroid pa- 
tients. Overdosage may cause drowsi- 
ness, deep sleep, respiratory depression, 
marked hypotension or even shock in in- 
fants and young children. KEEP OUT OF 
HANDS OF CHILDREN OF ALL AGES. 

SUPPLIED: TYZINE Pediatric Nasal Drops, 
%2-0z. bottles, 0.05%, with calibrated 
dropper. Also available: TYZINE Nasal 
Solution, 1-oz. dropper bottles, 0.1%. 
TYZINE Nasal Spray, 15 cc., in plastic 
bottles, 0.1%. 

More detailed professional information 
available on request. 


Science for the world's well-being® Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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PEDIATRIC 
es - MASAL DROPS 
Tyzine 
i IN BRIEF \ 


*Trademark, Reg. U.S. Pat. Off.—-brand of etryptamine acetate 


Upjohn | SEE PAGE 161A 


change at prices conducive to splits. Each of 
these companies has promising earnings pros- 
pects and would be capable of liberalizing 
dividends on an equivalent basis following a 
split. The selected issues have much to com- 
mend them on their own merits and should 
prove rewarding to those willing to take a long- 
range position. 


@ CENTRAL ILLINOIS PUBLIC SERVICE serves 
both electricity and natural gas in central and 
southern Illinois, a region that is experiencing 
rapid industrial expansion. Steady revenue 
growth and the absence of equity financing 
during the next five years suggest that share 
earnings will rise at a good pace. For 1961, 
profits should be at a minimum of $3.15 a 
share, compared with $3.01 last year. Annual 
dividends have been liberalized in each of the 
past four years, and another increase is antici- 
pated early in 1962. It is quite possible that 
a stock split will also be announced at that 
time. In view of the promising outlook for 
growth in earnings per share, the stock has 
merit for longer-range capital gains and grad- 
ual betterment in income. 


® CoLumBus & SOUTHERN OHIO ELECTRIC 
—Providing electricity in a diversified and 
growing area, this company has a promising 
future. Allowing for recent rate adjustments 
and for a sharp increase in sales during the 
second half of the year, earnings for 1961 are 
projected at $3.15 a share on the 150,000 
additional shares (5.7% dilution) to be out- 
standing. This would compare with $2.98 a 
year before. Profits for 1962 are expected to 
show substantial improvement. In addition to 
normal load growth, comparisons" will benefit 
materially from an estimated increase of about 
$0.30 a share in credits for interest during 
construction. The combination of these fac- 
tors could lift earnings next year to a minimum 
of $3.65 a share. This earnings projection is 
based on the company’s present method of 
making provisions for deferred income taxes 
to offset savings resulting from the use of rapid 
depreciation. If Ohio utilities are required to 
switch to the “flow through” method of re- 
cording these tax savings, the company’s re- 
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gastric disorders: 
physician-preferred 
agents to 

relieve symptoms 
and 

promote recovery 


peptic ulcer 


hiatus hernia 


esophagitis 


gastric ulcer 


gastritis 
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in gastritis 
topical anesthetic relieves 


gastric 
discomfor 


oxethazaine topically anesthetizes the mucosa in both 
the acid stomach and alkaline esophagus 


« new OXAINE M minimizes risk of constipation— 


Palatable and well tolerated OXAINE M promotes good 
patient cooperation and comfort. 
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THERAPEUTIC EFFICACY IN CLINICAL TRIALS 


In gastritis', esophagitis?, peptic ulcer3+, irritable bowel 


syndrome? and related disorders 


Schwartz and Spertus® used oxethazaine in alumina gel for hiatus hernia, esophagitis 
and gastritis in patients whose conditions were difficult to control without surgical 
intervention. Oxethazaine in alumina gel (with diet and anticholinergics) was signifi- 
cantly effective in these patients. The authors believe that surgery may often be 
avoided by the use of Oxarne in these difficult gastrointestinal problems. 

OxalIne and OxalIne M were used in a series of patients referred because of lack of 
success with conventional therapy for complicated gastrointestinal problems. Of 56 
patients, good to fair response was reported with Oxarne and Oxalrne M. “In all 
cases there was no lasting improvement until oxethazaine was added to the regimen.””* 
OXalINeE and OxalINeE M were adjudged useful adjuncts to the medical management of 
peptic ulcer, gastroduodenitis and esophagitis, hiatus hernia, exaggerated gastrocolic 
reflex, and achalasia. 


OXAINE 


Oxethazaine in Alumina Gel with Magnesium Hydroxide, Wyeth 


OXaINE M is a demulcent, antacid, topical anesthetic. An improved formulation, 
Oxalne M contains magnesium hydroxide, alumina gel, and oxethazaine for relief of 
discomfort with minimal possibility of constipation. 

Oxethazaine—the potent topical anesthetic in OxarnE M—is 500 times more potent 
topically than cocaine. Oxethazaine is evenly distributed over the gastric mucosa by 
the alumina gel vehicle and its action is prolonged. Oxethazaine is stable in gastric 
contents; its effectiveness and duration of action are almost unaltered despite 
changes in gastric pH. 

Topical application of local anesthetics has been shown to inhibit release of the 
acid-stimulating hormone, gastrin, from the antrum of the canine stomach. This 
beneficial action may provide another aid for the control of gastric hypersecretion. 
Patient cooperation during therapy with OxaIne M is encouraged by pleasant taste 
and smooth texture of Oxatne M. 


References: 1. Deutsch, E., and Christian, H.J.: J. Am. Med. Assoc. /69:2012 (April 25) 
1959. 2. Jankelson, I.R., and Jankelson, O.M.: Am. J. Gastroenterol. 32:636 (Nov.) 1959. 
3. Moffitt, R.E.: Rhode Island Med. J. 44:151 (March) 1961. 4. Hollander, E.: Am. J. 
Gastroenterol. 34:613 (Dec.) 1960. 5. Jankelson, O.M., and Jankelson, I.R.: Am. J. 
Gastroenterol. 32:719 (Dec.) 1959. 6. Schwartz, I.R., and Spertus, I.: Scientific Exhibit, 
A.A.G.P., Miami Beach, April 16-20, 1961. 


For further information on limitations, administration and 
prescribing of Oxaine and Oxarne M, see descriptive literature 
or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 


(VOL. 89, NO. 11) NOVEMBER 196! 


— — 


basic antacid 
therapy 
for peptic ulcer 


ALUDROX 


cath Magnesium Hydroxide, Wyeth 

e relieves pain 

e neutralizes gastric acidity in range of pH 3 to 5 
e inactivates pepsin and promotes healing 

» avoids constipation and acid rebound 


comprehensive 
therapy 
for peptic ulcer 


antacid 
three beneficial actions: sedative 
anticholinergic 


ALUDROX 


Magnesium Hydroxide, Amoutonnem @romide and Butaberbitel, Wyeth 
relieves pain 
calms emotional distress 
controls acidity 
inhibits gastric motility 
reduces gastric secretion 


A PG 4 
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After 10 weeks 
of therapy — 

a Clear skin, 

a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 
wash, enhances any treatment for 
acne. Because it contains 3 per cent 
hexachlorophene, it supplies continuous 
antibacterial action to help combat 
the infection factor. pHisoHex 
cleanses better than soap because 

it is 40 per cent more surface-active. 
Used together, pHisoHex and new 
keratolytic pHisoAc Cream provide 
basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 
New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 
pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEw plastic bottles 
of | pint; pHisoAc in 1) oz. tubes. 
pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off. 


® 
LABORATORIES 
New York 18, N.Y. 


CLINICAL PHOTOGRAPHS 


Acne before treatment 


For treatment at home, this patient 
washed her face daily with pHisoHex 
and kept pHisoAc on her face twenty- 
four hours a day. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 
No other medication was given. 


After 10 10 weeks of therapy 


For Acne-PHISOHEX’ and 
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antibacterial, nonalkaline, nonirritating, 
hypoallergenic detergent 


pHisoAc’ Cream 
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POSITION OF STOCKS 


EARN. INDIC. 

$ PER SHARE DVID. 1961 APPROX. YIELD 
*ISSUE 1966 $ PRICERANGE PRICE. % 
CENTRAL ILL. Pus. SERVICE ... 3.01 3.15 2.12 7312-572 72 2.9 
CoL_uMBus & So. OHIO ....... 2.98 3.15 2.00 66 -50% 66 3.0 
CONSUMERS POWER .......... 3.45 3.70 2.60 73%-61% 73 3.6 
2.92 3.15 2.20 814-58 81 2.7 
INDIANAPOLIS Pwr. & LT. ..... 2.68 2.80 1.90 6614-50 62 3.1 
Kansas City Pwr. & Lt. ..... 3.31 3.45 2.38 75% -58% 75 3.1 
Pus. SvceE. OF COLORADO ..... 3.21 3.75 42.10 91%4-64% 95 Bea 
Pus. Svce. Erec. & Gas ...... ; 3.10 2.00 60% -43 65 3.1 


*Listed on New York Stock Exchange. E—Estimated. +Plus stock. 


ported earnings would be increased accord- 
ingly. In such event, profits in 1962 would 
then be in the neighborhood of $4.10 a share. 
Considering the promising earnings outlook 
for 1962 and the fact that no additional equity 
financing will be required after this year until 
1967 or later, the stock is recommended for 
new buying. Present prices also suggest the 
possibility of a split next year, which probably 
would be followed by at least a 10% increase 
in the current $2 annual dividend. 


@ CONSUMERS POWER — The southern 
Michigan territory served by this electric-gas 
utility has a good growth potential. Aided by 
higher rates in the gas division and the rapid 
connection of gas space-heating customers, 
earnings for 1961 should approach $3.70 a 
share, as against $3.45 in 1960. Prospects 
favor further moderate year-to-year improve- 
ment during 1962, which could lead to some 
increase in the $2.60 annual dividend. In rela- 
tion to these earnings, the stock is reasonably 
priced and currently affords an above-average 
3.6% return. The possibility of a split en- 
hances its appeal. Purchases are recommended 
for both income and gradual price appreciation. 


ILLINoOIs PowER—The northern, central, 
and southern Illinois territory served by this 
electric-gas utility has a well-balanced econ- 
omy. Reflecting steady revenue growth, a 
sharp drop in the operating ratio and certain 
rate increases effected three years ago, the 
company’s earnings per share advanced 107% 
in the six years through 1960. The dividend 


record is also highly impressive, with the cur- 
rent $2.20 annual rate double that in effect in 
1954. Earnings are heading for a new peak 
of around $3.15 a share this year, as against 
$2.92 in 1960, which could foster another divi- 
dend increase early in 1962. The shares were 
split on a 2-for-1 basis in 1957, and another 
adjustment may be forthcoming. While the 
current price-earnings ratio is above average, 
this good-quality stock has attraction for long- 
range purposes. 


@ INDIANAPOLIS POWER & LIGHT provides 
electricity and, to a minor extent, steam serv- 
ices to one of the principal manufacturing 
centers of the nation, but the relatively large 
residential and commercial loads minimize the 
effects of changing economic conditions on 
over-all operations. With industrial sales accel- 
erating, earnings for 1961 should be at a 
minimum of $2.80 a share, as against $2.68 
a year before. The longer-range outlook is 
promising, particularly since only $10,000,000 
of debt financing will be required during the 
five years through 1965 to meet an estimated 
$60,000,000 of construction expenditures. This 
augurs well for good improvement in earnings 
per share and for periodic dividend increases. 
With the current price-earnings ratio only 
slightly above average and an adequate 3.1% 
yield available from the $1.90 annual dividend, 
the stock is an attractive commitment for 
income and gradual capital gains. Since the 
stock was split 2-for-1 in 1954 when prices 
were well below those presently prevailing, 
another split may be considered next year. 
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.m- controls the agitation and tension that aggravate his condition’* = calms the patient 
, -. _and helps him get to sleep more easily m relatively free of side effects'* = low in cc 
particularly when long-term or adjunctive therapy is indicated 
® i " “dosage: Total daily dosage may range from as low as 40 mg. (one 20 mg, tablet twice daily) to as high as 80,mg. daly. ” 
Generally, the most effective sage is 20 mg. t.i.d. In those patients whe have difficulty sleeping, the last Diet should 
Adjunctive | “im cardiacs, pr Spring Scientific Symposium, Connecticut Acad. Gen. Pract., 
the Hyperactive Geriatric Patient, ibid. SCHERING CORPORATION BLOOMFIELD, NEW JERSI 
: : 
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other 


ethritis 


infections 


antibiotic therapy with 


CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: 1 to 2 drops (3 to 6 mg.) 
per pound body weight per day — divided into four doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day—divided 
into four doses. 


PRECAUTIONS — As with other antibiotics, DecLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or idio- 
syncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics, and demands that the 
patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMiD COMPANY, Pearl River, New York p> 
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an added measure of protection 


YCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


against relapse— up to 6 days’ activity on 4 days’ dosage 


against secondary infection— sustained high activity levels 


against “problem” pathogens— positive broad-spectrum antibiosis 
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@ Kansas City Power & LIGHT operates 
in a service area that is quite stable and not 
subject to broad economic fluctuations. Earn- 
ings for 1961 are projected at a record $3.45 
a share, up from $3.31 in 1960. In the period 
1962-64, management expects electric sales to 
grow at a compounded rate of 6.7% annually. 
This, together with the absence of equity 
financing during that period, should foster 
higher earnings and periodic dividend increases. 
In relation to current and prospective earnings, 
the good-quality stock is reasonably priced and 
affords an adequate yield from the $2.32 an- 
nual dividend. 

A good possibility exists that the shares will 
be split for the first time in the not too distant 
future. 


@ PuBLIc SERVICE OF COLORADO provides 
electricity and natural gas in a territory that 
should continue to benefit from above-average 
population growth. Subject to approval of 
regulatory agencies, the company will acquire 
Colorado Central Power through an exchange 
of stock. This neighboring utility serves about 
38,469 customers and buys all of its power 
from Public Service. Aided by the rate increase 
effected in July, 1960, and by tax savings 
stemming from rapid depreciation, earnings for 


1961 are estimated at $3.75 a share. This 
would compare with $3.21 reported last year. 
Further moderate improvement is currently 
indicated for 1962, even allowing for the pos- 
sible sale of about 10% more stock. Consider- 
ing the promising growth potential, the stock 
is a sound holding for the long-pull investor. 
It is possible that the shares will be split over 
the intermediate term, followed by an increase 
in the $0.52% quarterly cash dividend. 


@ Pustic Service ELectric & GAs serves 

most of the larger cities in New Jersey in a 
strategic corridor between New York City and 
Philadelphia. The broad diversification of 
industry in this region is a major economic 
supporting factor. An annual rate of growth 
of about 7% for the electric business and 11% 
for the gas division is projected over the next 
several years, pointing to higher earnings. For 
1961, profits are estimated at $3.10 a share, 
against $2.70 a year before, despite the sale 
of 6.2% more stock last June. With the $2 
annual dividend relatively conservative, some 
increase in payments is possible. The stock is 
a sound issue for income and gradual capital 
gains. In view of the prevailing price, it is 
possible that consideration may be given to a 
stock split. 


UNITED FRUIT TURNING CORNER 


Beset by a sequence of reverses that caused 
earnings to plummet from $3.82 a share in 
1955 to $0.25 in 1960, United Fruit, under 
new management, appears to be on the come- 
back trail. Deterioration of banana prices be- 
cause of world surpluses has been at the root 
of the company’s troubles, although there were 
other contributing factors. Sales of bananas to 
Europe have improved substantially this year, 
while domestic sales are benefiting from larger 
volume and the rise in selling prices from the 
18-year low in August, 1960. Substantial cost 
savings have been effected. The company is 
expanding tropical packaging to provide brand 


identification and to lower distribution costs. 
As this program progresses, extensive advertis- 
ing, promoting the food value and low calorie 
aspects of bananas, is planned. Meanwhile, 
representation has been obtained in the poten- 
tially important field of vacuum-freeze food 
dehydration. With this year’s earnings likely 
to recover to roughly $1 a share, the $0.12% 
quarterly dividend appears secure. Although 
the reattainment of satisfuctory profits will take 
time, the shares, recently at 24 (N.Y.S.E.), can 
be retained by patient holders on the basis of 
the moves being made to strengthen the com- 
pany’s position. 
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| ( After tonsillectom A 
AY troches 
provide prompt, long-lasting relief | 
of pain and discomfort, along with 
triple antibiotic effectiveness. The 

raspberry-flavored troches dissolve 
slowly. Recommend TETRAZETS for 

pleasant relief of sore 

or irritated throats, after mouth andgs 
throat surgery. 
Tetrazets for mouth and throat 
irritations, after tonsillectomy, and ¥ 


as adjunctive therapy in Vincent’s 


infection, pharyngitis, and tonsillitis. %™ 


Supplied in bottles of 12. Usual 
dosage one troche every three hours 
for not more than two days. 
TeTRAZzeTS is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., West Point, Pa. 


Tetrazets 


zinc bacitracin « tyrothricin » neomycin « benzocaine troches 
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MODERN 
THERAPEUTICS 


Cocktail Can Trigger Migraine in Some 

Dr. E. Charles Kunkle, writing in the 
J.A.M.A. said: 

“The ability of alcohol to trigger a migraine 
headache is noted by only a few patients. The 
response is most strikingly evident in persons 
with a common migraine variant, the ‘cluster’ 
headache. In these the vulnerability to alcohol is 
ordinarily evident only during the period when 
headaches are occurring in rapid succession (in 
a cluster) and may be brought out by even one 
cocktail.” 

Although the alcohol-triggered migraine has 
long been recognized, Dr. Kunkle said, it has 
not been studied in detail. It is distinct from 
the hangover headache, he said. 


Meprobamate-Promazine Therapy 
for Geriatric Patients 


It is unfortunate, according to the author, 
that dedication to the prolongation of life has 
not been accompanied by means of providing 
adequately for the socio-economic status of the 
aged. The general attitude was that a chronic 
brain syndrome associated with cerebral arter- 
iosclerosis with psychotic reaction and behav- 
ioral problems was not amenable to treatment. 
It is now recognized, however, that, in many 
instances, these patients may be helped to be- 
come once again acceptable members of so- 
ciety. 

Meprobamate and promazine, used sepa- 
rately, were known to be efficacious in the 


186a 


New therapies and significant clinical investigations 


abstracted from other journals. 


treatment of these patients; their use in com- 
bination has been of more recent application. 
Promazine acts on the hypothalamic region and 
meprobamate on the thalamic region of the 
brain. Emotional disturbances apparently in- 
volve multiple neural pathways. In a study 
conducted in the first three months of 1960, 
26 male geriatric patients were selected. All 
were ambulatory, and 17 had been institution- 
alized for varying periods. The physical health 
was reasonably good, and all patients were 
classed as suffering from chronic brain syn- 
drome associated with cerebral arteriosclerosis, 
and psychotic and behavioral reactions. All 
medication was withheld for a period of ten 
days, then a combination of 200 mg. of mepro- 
bamate and 25 mg. of promazine hydrochloride 
(Prozine) was administered three times daily 
in capsule form. When required, the dosage 
was doubled gradually for a short time, but 
never exceeded six capsules daily. As a result 
of treatment, 21 patients showed marked im- 
provement, and the remaining five were more 
calm, more quiet, and more cooperative. Drow- 
siness occurred at the beginning of treatment, 
but in no case were side-effects severe. It must 
be remembered that there is no cure for aging 
processes, but the use of the combined therapy 
described appears to facilitate adjustment of 
the aged to an altered status. 

V. I. KOZLOWSKI, M.D. 
Jour. Amer. Geriatrics Soc., 9: No. 5, 376, 1961 


Continued on page 190a 
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WHITE LABORATORIES, INC. / Kenilworth, New J 


Otobio 


3.5 mg. neomycin (from sulfate) and 50 mg. sodium propionate per cc. 


Antibiotic /Antifungal EAR DRO 
...Better results than ever before...”* i 
OTITIS EXTERNA & CHRONIC OTITIS sen 


+ controls infection « 
+ physiologic pH « 
landmarks 


relieves pain 


reduces exudation + 


stops pruritus 
- does not distort otic 


virtually nonsensitizing and nonirritating 


Available in 15 cc. dropper bottles. 
“Lawson, G, W.: Postgrad. Med. 22:501 (Nov.) 1957 


YOUR ALLERGIC P 


94. at p level 


Sustained and 6 mg., bottles of 100 


NW 


Asp 
SOOTHES SORE THROATS 
Available in handy pocket-packs of 16 and bottles of 36. 


WHITE LABORATORIES, INC./ Kenilworth, Now Jersey 


MEDICAL TIMES 


() | 
| 
| 
\ 


Otobione 


ANTI-INFLAMMATORY/Antibiotic/Antifungal Sterile EAR DROPS 


Hf \ 


Physiologic pH = 
Effective relief in 82% of 3334 cases* of external otitis, chronic otitis media 


and chronic mastoiditis with otorrhea. FORMULA: Prednisolone acetate, 5 mg., 


neomycin (from sulfate), 3.5 mg. and sodium propionate, 50 mg. per cc. Available in 


5 ce. bottles with “steri-sealed” dropper. Case reports on file, White Laboratories, Inc. 


chewing gum troches 


. For oropharyngeal infections... 
“A BACTERIOSTATIC 
-BATH’”’* Releases a soothing flow of 
saliva that bathes sore throats with 
effective antibiotic and analgesic 
PROTECTS AGAINST SECONDARY HEMORRHAGE medications. Nonirritating and virtu- 
FOLLOWING TONSILLECTOMY [= ally nonsensitizing. Always a useful 
adjunct to systemic therapy. 
Pe reduces local postoperative pain and 
emuscle spasm 
speeds resumption of normal.diet by 
Jessening postoperative discomfort 


2.0 mg. Available in packages of 10 and 20. 


WHITE LABORATORIES, INC./ Kenilworth, New Jersey 


nd Beatrous, W.P:EENT. Mo. 36:294 (May) 1957 3 


(VOL, 89, NO. 11} NOVEMBER 1961 


abiotic 


FORMULA: Each troche contains Neomycin, — 
3.5 mg. Gramicidin, 0.25 mg., and Propasin, — 


AA 
“Dries Mucoys Secretions! 
30 0. vailable ottles o' scored table 
ilable in bottles of 100 sec 
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MODERN THERAPEUTICS—C ontinued 


Methylprednisolone Acetate in a New Base 


While available topical steroid preparations 
are numerous, the author believes it worthwhile 
to report his results from the use of two 
preparations. The topical steroids used were 
methylprednisolone acetate, 0.25 percent, with 
and without neomycin, 0.5 percent. The 
preparation containing the neomysin was used 
only when infection was obviously present. The 
conditions treated were: atopic eczema, 
neurodermatitis, dermatitis venenata, infectious 
eczematoid dermatitis, and several others. Out 
of a total of 106 patients treated, 91 percent 
achieved excellent to good results. The 
preparations were applied three times daily, and 
duration of treatment varied between one and 
six weeks. What made the present study unique 
was the employment of a new cream base, the 
composition of which closely approximated that 
of normal human skin lipids. In addition, the 
synthetic formula is very similar to human skin 
lipids by infrared analysis and by chemical 
constants such as acid number, saponification 
number and iodine number. It is possible that 
this base is more miscible when skin lipids and 
would, therefore, encourage better percutaneous 
absorption of active ingredients. Also, the base 
might produce a concomitant emollient action 
that is superior. 

J. KIMMELMAN, M.D. 
Ohio State Medical Journal, 57: No. 1, 37, 1961 


Blood Disorder Linked to 
Infectious Mononucleosis 

A blood disorder of unknown cause today 
was linked to infectious mononucleosis. 

Lt. Harold R. Schumacher, MC, U.S. Navy, 
Portsmouth, Va., writing in the J.A.M.A., said 
some cases of the blood disease known as 
thrombocytopenia may be due to latent 
infectious mononucleosis. 

Thrombocytopenia is the medical term for a 
reduction in blood platelets, a blood component 


involved in coagulation. 


Continued on page 194a 
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Through the ‘‘antidoloritic’’* effects of DECAGESIC you can maintain your 
patients with mild or moderate rheumatoid arthritis on the lowest possible 
steroid dosage, yet obtain improved functional status and greater relief of 
pain. DECAGESIC provides DECADRON®, for suppression of inflammation, and as- 
pirin, for control of painon movement. In many patients, higher-dosage steroid 
regimens may be replaced without loss of control, and long-range treatment 
continued with greater safety. DECAGESIC also adds a sense of well-being. 


Simplified, economical regimen: DECAGESIC is usually effective in convenient twice- 
a-day dosage; cost of daily therapy is generally less than that of prednisone, 
prednisolone, and other corticosteroids. 


This regimen provides a total daily dosage of: 


1 mg. of DECADRON® dexamethasone 
2000 mg. of aspirin (acetylsalicylic acid) 
300 mg. of aluminum hydroxide (as the dried gel) 


indications: At B.1.D. maintenance levels—mild to moderate rheumatoid arthritis; at T.1.D. 
or Q. 1. D. dosage levels—for acute, painful inflammatory musculoskeletal conditions 
and other conditions in which the conjunctive use of steroid and salicylate is indicated. 


Dosage: Average maintenance dosage 2 tablets B.1.D. Some patients may require one or 
two additional tablets in a T.1.D. schedule. In patients with occasional local flare-ups, 
Injection DEcaDRON Phosphate in the affected joint will control the exacerbation, without 


umatoid arthritis... Decagesic mainta 


the need for increased oral dosage. The usual precautions of corticosteroid therapy 
should be observed. Before prescribing or administering DecaGtsic or DECADRON, the 
physician should consult detailed information on use accompanying the package or 
available on request. 


Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DEcapron dexamethasone, 
500 mg. of aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present as 
the dried gel). Injection Decapron Phosphate in 5-cc. vials, each cc. containing 4 mg. of 
dexamethasone 21-phosphate as the disodium salt; 8 mg. creatinine; 3.2 mg. sodium bi- 
sulfite, USP; 10 mg. sodium citrate, USP; 5 mg. phenol, USP; sodium hydroxide, USP, to 
adjust pH; water for injection, q.s. 1 cc. 


*The term ‘‘antidoloritic’’ is used by Merck Sharp & Dohme to describe an agent de- 
signed to allay pain associated with inflammation —dolor=pain, itic= associated with 
inflammation. Decacesic and DECADRON are trademarks of Merck & Co., Inc. 


&D MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 
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conservative management of mild or moderate rheumatoid arthritis 


7 a majority of patients on B.1. D. dosage... 
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Symptomatology 


-|napparent | 
Active 


most uremic patients with chronic pyelonephritis—the burning & © 
on urination of infancy, the chills and fever in childhood, the 
‘honeymoon’ pyelitis, the recurrent urethritis treated so well and 

often locally—and yet the termination in uremia.”* 


4 ¥ “. +. the theme that runs through the carefully taken history of 


at every age of life... at every stage of infection 


Urinary tract infections of childhood are frequent, persistent and difficult to cure. If 
inadequately treated, serious sequelae in later life are too often the result. The child- 
bearing age represents a second major stage for urinary tract infection, a hazard to both 
mother and fetus, and a potential precursor of renal insufficiency if not thoroughly 
eradicated. During the middle and later years relapse and reinfection, with the spectre 
of renal failure, make management a grave problem—preserving function and prolong- 
ing life become the realistic therapeutic goals. 
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Furadantin 


prompt « thorough = dependable = safe = economical 
control of infection throughout the urinary system 


“. .. seems to be by far the most effective drug to be employed, and this has been sub- 
stantiated in practice. It is a drug cf low toxicity and, what is more important, bacteria 
rarely if ever become resistant to it. It can be employed for long periods of time, is bac- 
tericidal and does not favor the appearance of monilial infections.” * 

Average FURADANTIN Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retiring. 


For acute, uncomplicated infections, 50 mg. may be administered. If improvement does not occur in 2 


or 3 days, increase the dose to 100 mg. q.i.d. Supplied: Tablets, 50 mg. and 100 mg. Oral Suspension, 
25 mg. per 5 cc. tsp. 


1. Birchall, R.: Am. Practit. 1/:918, 1960. 2. Sanjurjo, L. A.: Med. Clin. N. Amer. 43:1601, 1959. —. 
Complete information in package insert or on request to the Medical Director. 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK — 
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MODERN THERAPEUTICS—Continued 


Infectious mononucleosis is a disorder 
characterized by irregular fever and sore throat 
accompanied by abnormalities of the white 
blood cells and usually involving the lymph 
glands and spleen. 

Lt. Schumacher described the first reported 
case of chronic thrombocytopenia as a 
complication of infectious mononucleosis. 

Thrombocytopenia is a rare complication of 
infectious mononucleosis and, in previous 
reported cases, most patients recovered from 
the blood disorder in six weeks, he said. The 
chronic case required about six-months’ 
treatment, he said. 

The onset of infectious mononucleosis is 
easily overlooked Lt. Schumacher said, and 
when not seen in its early stages may be 
diagnosed later as thrombocytopenia. He 
suggested that patients diagnosed as having 
thrombocytopenia be questioned about 
symptoms suggestive of previous mild infectious 
mononucleosis. 


Fracture Danger Cited in Karate 


The study of karate, a system of self-defense 
relying on the effective use of arm and body, 
should be undertaken only with a skilled, 
reputable instructor. 

“The danger of fracture of a finger or 
metacarpal (hand) bone, whether occurring in 
a misdirected swipe of the [hand] or by overly 
enthusiastic pounding, is a real one,” Dr. 
Alexius Rachun wrote in the J.A.M.A. 

In order to achieve proficiency in karate, he 
said, it is necessary for the student to devote 
several years to a study which involves not only 
practice in the execution of skillful striking 
maneuvers of the hands and feet and other 
parts of the body, but, in addition, the striking 
‘edges and surfaces of these parts must be 
toughened and enlarged by repeatedly hitting 
them against progressively harder objects, he 
said. 

It is important to recognize that the hands 
and feet of a karate expert are dangerous 
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weapons, and, for this reason, only responsible, 
emotionally stable students should undertake 
the study, he said. 

Karate also is a physical art and sport with 
contest rules devised for competition. 


Results of M.D. Physicals 


Results of the physical examinations given 
1,900 physicians during the recent, annual 
meeting of the American Medical Association 
in New York City were announced. 

Electrocardiograms revealed heart abnormal- 
ities in 17.7 percent of 1,945 physicians, 
according to Dr. Charles E. McArthur, 
Olympia, Wash., chairman of the A.M.A. 
Committee on Annual Physical Examinations 
for Physicians. 

Dr. McArthur said he was impressed with 
the consistency of the data during the seven 
years the M.D. physicals have been given at 
A.M.A. annual meetings. Despite the fact that 
each year there is a different group of examinees 
and different consultants, the normal 
electrocardiograms have been close to 80 
percent each year, he said. 

Chest x-rays of 1,900 physicians showed: 

—Suspected tuberculosis in 5.3 percent. 

—Other lung abnormalities in 6.1 percent. 

—Cardiovascular abnormalities in 6.7 

percent. 

—Other conditions in 6.7 percent. 


Carisoprodol Evaluated 


Patients with motor difficulties due to brain 
injury — cerebral palsy — constitute a major 
challenge to the therapeutic efforts of the clini- 
cian. In the attempt to correct the motor dis- 
orders of cerebral-palsied patients, the author 
became interested in the possibilities of cariso- 
prodol (Soma), a drug with analgesic and 
muscle-relaxant properties exerted through 
effects on the central nervous system. His inves- 
tigations were conducted in connection with 72 


Continued on page 196a 
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MODERN THERAPEUTICS—Continued 


children seen in his private practice. Soma was 
given twice daily in 250-mg. capsules. In addi- 
tion, the children received customary thera- 
peutic measures indicated by the type of case. 
The observations of parents, physiotherapists 
and teachers were added to the findings of the 
author, since pertinent information concerning 
these cases did not necessarily lend itself to 
tabulation. After all possible information had 
been analyzed, it was found that satisfactory 
response had been attained in 90 percent of 
the cases. In a group of 51 children previously 
observed in whom ages and types of cases were 
similar, with the exception of the use of cariso- 
prodol, a satisfactory response had been elic- 
ited in 78 percent of the patients. Taking into 
consideration its contribution to muscle relaxa- 
tion and associated improvement in motor 
function, its helpful role in rendering children 
better able to cope with social behavior, and 
its almost complete freedom from side-effects, 
carisoprodol is a welcome and valuable adjunct 
in the treatment of cerebral-palsied children. 
H. GOLDSTEIN, M.D. 
Archives of Pediatrics, 78: No. 5, 194, 1961 


Phenethicillin Evaluated 


Phenethicillin (Chemipen), a semisynthetic 
penicillin, has been reported to produce high 
blood levels on oral administration, to be more 
resistant to penicillinase degradation than other 
penicillins, and to be more readily absorbed 
from the gastrointestinal tract. Since these 
advantages appear to be somewhat controvers- 
ial, the authors decided to conduct their own 
study. Seventy-three institutionalized, normal 
children were included in the test. Disease 
conditions treated were: pharyngotonsillitis, 
otitis media, pneumonia, and several others. 
Chemipen, in tablet or syrup form, was adminis- 
tered three times daily in dosages ranging from 
125 to 250 mg. The majority of cases was 
treated from seven to ten days. The drug 
was well accepted by the children. Results of 
treatment were rated as good in sixty-seven of 
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the children. In the cases of measles and infec- 

tious mononucleosis, a satisfactory response 

was not to be expected. With one exception, 
there were no untoward effects. 

C. R. HALKIN, M.D., D. PEVNEY, M.D. and 

F. ARKUS, M.D. 

Archives of Pediatrics, 78: No. 2, 57, 1961 


A New Topical Corticosteroid 


A new corticosteroid, flurandrenolone, with 
a chemical formula which distinguishes it from 
hydrocortisone, is designed to impart maximum 
potency as an anti-inflammatory agent. In order 
to evaluate flurandrenolone as an effective top- 
ical anti-inflammatory agent, two studies were 
undertaken. Twenty-five young men were used 
in the first test. Flurandrenolone, 0.05 percent 
in THFA (tetrahydrofurfuryl alcohol), hydro- 
cortisone acetate, one percent, in THFA, and 
THFA alone were applied as patch tests for 
27 hours. THFA alone and 0.05 percent of 
flurandrenolone in THFA were applied to one 
arm, and one percent of hydrocortisone acetate 
in THFA and 0.05 percent of fluorandrenolone 
in THFA were applied to the other arm. Less 
erythema from the 0.05 percent of flurandreno- 
lone in THFA was noted in 23 of the 25 sub- 
jects, when compared with the erythema from 
THFA alone. In the second clinical study, 160 
patients were treated with topical flurandreno- 
lone. The drug was used in either a cream or 
hydrophilic ointment base in a concentration 
of 0.05 percent. Beneficial results were noted 
promptly by the patient, in many of whom 
response other therapy had failed. Good or 
excellent results were noted in 79 percent of 
the 160 cases, and fair results, in 18 percent. 
No untoward effects were observed. Fluran- 
drenolone appears to be a potent topical corti- 
costeroid that seems safe for usage even on 
widespread areas of involvement. 
H. R. GRAY, M.D., R. L. WOLF, M.D. and 
R. H. DONEFF, M.D. 
Archives of Dermatology, 83: No. 1, 18, 1961 
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MODERN THERAPEUTICS—Concluded 


Triclobisonium Chloride in a Skin Clinic 
The requirements for topical therapeutics 
are multiplied in a skin clinic, according to 
the authors, where must be accomplished the 
maximum good in minimum time. Triclobison- 
ium chloride (Triburon), a topical agent with 
marked antibacterial activity, appeared to sup- 
ply this need. In addition, a combination of 
Triburon, 0.1 percent with hydrocortisone, 0.5 
percent, designated Triburon-HC, promised to 
offer the further advantage of relieving inflam- 
matory and allergic dermatoses. A series of 
167 clinic patients was studied, using one or 
the other of the preparations. The patients 
ranged in age from four months to eighty years. 
The period of observation was seldom more 
than two weeks. The cutaneous lesions, in 
order of frequency, were: atopic dermatitis, 
impetigo, contact dermatitis, hand eczema, pyo- 
derma, eczematoid dermatitis, neurodermatitis, 
folliculitis, stasis dermatitis, ecthyma and sebor- 
rheic dermatitis. As a result of medication, 76 
patients were cured, and 76 were improved, 
the latter meaning that when last seen the der- 
matitis was well on the way to recovery. A 
point to be remembered when evaluating any 
drug is the fact that clinic use presents the most 
difficult test. The highly favorable results ‘in 
this series, where 91 percent of the lesions 
were cured or improved, takes on special sig- 
nificance. No adverse reactions were observed. 


"| don't care 

what he said 

...no one has a liver 
that interesting.’ 


It is concluded that Triburon alone or in com- 

bination with hydrocortisone is a safe and 

effective agent for the treatment of a wide 
range of dermatoses. 

S. I. SATO, M.D. and J. R. DRIVER, M.D. 

Ohio State Medical Journal, 57: No. 1, 33, 1961 


Imipramine in Office Practice 
Imipramine (Tofranil) bears a superficial 
chemical resemblance to the phenothiazin 
tranquilizers, but differs greatly in pharmaco- 
logic properties. It has no tranquilizing effect, 
and very little action on the central nervous 
system. It has a mild parasympathomimetic 
action that is responsible for most of its side- 
effects. It is distinct from other antidepressant 
drugs in that it has no inbibitory effect on the 
enzyme monoamine oxidase. The patients in 
the present study were all seen in private prac- 
tice; all were victims of depressive reactions. 
Imipramine was administered in 25-mg. tab- 
lets. Four tablets were given daily at first, with 
an increase of one tablet a day until the amount 
had been doubled. A maintenance dosage was 
usually four tablets daily, or less. In addition 
to the Tofranil, each patient continued to re- 
ceive his customary regimen of medication. 
The duration of the imipramine therapy was 
from 30 to 90 days and more (the latter being 
the time of writing). After one month, 79 
percent of the patients were in complete re- 
mission, at the end of the second month, in 
85 percent of the patients, remission was com- 
plete. Previous to starting the test, possible 
reactions had been explained to the patient, 
so that the problem of side-effects was mini- 
mized during the test. In 4 percent of the 
patients the drug had to be discontinued. Imi- 
pramine appears to be a safe and extremely 
useful drug in the office treatment of neurotic 
and psychotic depressive reactions, and has un- 
doubtedly made hospitalization unnecessary in 
at least one-third of our patients. 
E. A. DANEMAN, M.D. 
Diseases of the Nervous System, 22: No. 4, 213, 1961 
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new infant formula nearly identical to mother’s milk’ in nutritional breadth and balance 


Enfamil 


Infant formula 


Enfamil babies are satisfied babies. Weight gains are good, and regurgitation is minimal. 
Normal stool patterns. Enfamil was compared with 3 other formulas in a well-controlled 
institutional study.’ Stool frequency was low, and stool consistency was intermediate 
between the extremes of firmness and softness. 


1. The Composition of Milks, Publication 254, National Academy of Sciences and National Research Council, Revised 1953. 2. Brown, 
G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: J. Pediat. 56:391 (Mar.) 1960. 
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OR PARAFLEX® Chlorzoxazone’ 250 mg. 


TYLENOL® Acetaminophen 300 mg. 


Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted “MCNEIL,” bottles of 50. 


References: (1) Settel, E.: Clin. Med. 6:1373, 1959. (2) Peak, W. P, and Smith, R. T.: Penn. Med. J. 62:833, 1960. (3) Mayle, F. C.; Sullivan, P D., and 
Auth, T L.: Med. Ann. D. C. 28:499, 1959. (4) Roth, J. L. A.: Med. Clin. N. Amer. 4/:1517, 1957. (5) Batterman, R. C., and Grossman, A. J.: J.A.M.A. 
159:1619 (Dec, 24) 1955. 
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NEWS AND NOTES 


Selected items of current interest from the fields of medical 


research and education. 


Dyslexia Memorial Institute 

The Dyslexia Memorial Institute connected 
with Northwestern University Medical School 
has been awarded a two-year grant of $51,505 
from the Illinois Department of Public Welfare 
to study difficulty in reading. The grant will 
be used for research on the types of reading 
difficulties and methods of treatment for them. 
Dyslexia is the inability to read properly, even 
though a person’s intelligence may be normal 
or superior. The many factors causing the 
condition can usually be corrected. Along with 
improvement in reading ability in a child, his 
proficiency in other subjects also rapidly im- 
proves. 

The Northwestern Institute is designed to 
try to answer the vast problem of reading diffi- 
culties in our educational system. Since its 
inception in 1938, the Institute has achieved 
a 75-percent rate of correction with the more 
than 1,000 retarded readers that have come 
under its guidance. About 30 percent of the 
pupils in grades four, five and six show that 
they do not have the reading ability to handle 
the work in their grades. Using a team ap- 
proach, the Institute attempts to draw on many 
specialties to attack the failing child’s physical 
and emotional problems from all angles. The 
child with the reading inability is examined by 
a staff of two physicians, a speech correctionist, 
a case worker, two psychiatrists, five psycholo- 
gists and three teachers. Their findings and 
advice are made available to the parents, and 
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with their consent, to the family doctor and 
school. 


Dr. Leslie B. Arey 


Dr. Leslie B. Arey, Professor Emeritus at 
Northwestern University Medical School and 
internationally known anatomist, has been 
named an advisor to the Laboratory of Peri- 
natal Physiology of San Juan, Puerto Rico, by 
Dr. James A. Shannon, Director of the Na- 
tional Institutes of Health, Bethesda. The San 
Juan laboratory is part of the National Insti- 
tutes of Health. Dr. Arey is world-famous for 
his research in embryology, having placed 
special emphasis on the manner in which vari- 
ous systems and organs in the body originate 
and develop in the embryo. He will serve as 
a consultant in his field to the unique labora- 
tory set up to do research on birth conditions 
and birth defects. A faculty member at North- 
western for 46 years, Dr. Arey retired in 1956 
as chairman of the Medical School’s Depart- 
ment of Anatomy, but has continued in teach- 
ing and research. His classic textbook, on 
“Developmental Anatomy,” is used throughout 
the world. He has made many scientific con- 
tributions in the fields of obstetrics, gynecology 
and histology. He has served as president of 
the American Association of Anatomists, and 
is president of the Chicago Academy of 
Sciences. 

Continued on page 204a 
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NEWS AND NOTES—Continued 


Dr. Wright R. Adams 


Dr. Wright R. Adams, a member of the 
medical faculty of the University of Chicago 
for 31 years, has been appointed Associate 
Dean of the Biological Sciences, Dean of the 
Clinical Faculty, and Chief of Staff of the 
University of Chicago Clinics. 


Industrial Health 


A specialized graduate training program in 
chronic disease and occupational hazards is 
now being offered by the Institute of Industrial 
Health, University of Cincinnati. It is open to 
physicians and qualified non-medical personnel. 
The program will lead to either a master or 
doctor of science degree. It will include the 
basic courses of biology and toxicology, but 
the emphasis will be on epidemiological and 
mathematical applications in the solution of 
industrial problems. The Public Health Service 
will finance the program with a grant of 
$135,000. 


I'm wanted in surgery? Oh, 
| forgot my operation is today." 


Expanded Research at 
University of Colorado 


The University of Colorado Medical Center 
was notified by the U.S. Surgeon General’s 
Office of the approval of a seven-year grant of 
$1,809,129 for expanded research programs 
in allergy, immunology, and infectious diseases. 
The grant is the first of its kind to be awarded 
by the National Institutes of Health, and will 
provide for the establishment of a clinical re- 
search center at the University of Colorado 
Medical Center. The research program will be 
under the direction of Dr. David W. Talmage, 
Professor of Medicine and Microbiology, and 
Head of the division of Allergy. 


Traffic Death Toll 


The number of traffic deaths in January 
1961 was the lowest in nine years, according 
to the National Safety Council. The number 
was eight percent lower than the toll of 2,880 
deaths in January 1960. It was estimated that 
the January traffic accidents caused injuries to 
100,000 persons who were disabled beyond 
the day of the accident. The severe storms 
across the nation are believed to be a factor in 
the lowered accident toll in 1961. 


Dr. Leslie Silverman 
The appointment of Leslie Silverman, Sc.D., 
Professor of Engineering in Environmental 
Hygiene, as Head of the Department of Indus- 
trial Hygiene at the Harvard School of Public 
Health has been announced. He will succeed 
Professor Philip Drinker who will retire to be- 
come Professor of Industrial Hyg:ene, emeritus, 
after 40 years at Harvard. Dr. Silverman is 
Director of the radiological hygiene program 
and a member of the committee on the educa- 
tion program of the School of Public Health. 
He is a member and former chairman of the 
Atomic Energy Commission’s advisory com- 
mittee on reactor safeguards. 
Continued on page 206a 
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hormones, and digestive enzymes, ELDEC Kapseals may 
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NEWS AND NOTES—Continued 


Radiation Research Center 

The New England Deaconess Hospital and 
the Harvard Medical School announce the re- 
ceipt of an award of $250,000 from the Fannie 
E. Rippel Foundation of Newark, New Jersey, 
as the initial gift toward the construction of 
an underground, three-level, radiation research 
laboratory — the first research facility of its 
type to be established in the nation. The struc- 
ture will be erected at an estimated cost of 
$1,800,000, and will house several types of 
high-energy radiation equipment for the experi- 
mental treatment of cancer, including multi- 
million-volt x-ray machines and linear acceler- 
ators to produce high-speed electrons. It was 
pointed out that the treatment of cancer by 
ionizing radiation of any type—x-ray, radio- 
isotopes, linear accelerators or nuclear reac- 
tors—is based largely on empirical knowledge, 
lacking the depth that can be gained only 
through fundamental as well as clinical re- 
search. The new Center will explore the little- 


understood changes that take place in cellular 
activity following exposure to radiant energy. 
At the same time, the Center will add to the 
present facilities for the treatment of selected 
cancer cases, for research in the more effective 
treatment of cancer, and for the training of 
medical students and postgraduate students in 
newly developed procedures. Hopefuly, it will 
permit fruitful exploration of the combination 
of radiation and chemotherapy where early 
findings indicate the possibility of increasing 
the susceptibility of tumor cells to radiation 
while increasing the resistance of normal cells. 
The Center will not contain beds for the rou- 
tine treatment of patients. Rather, it will accept 
for research purposes patients from the Dea- 
coness Hospital and other hospitals in metro- 
politan Boston. The Deaconess will continue 
to use its regular facilities for diagnosis and 
radiation therapy, including its two-million- 
volt x-ray units. 

Continued on page 208a 
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a pair of postoperative patients: 


both are free of pain—but only one is on 
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(Dihydromorphinone HCl) 


swift, sure analgesia normally unmarred by nausea and vomiting 


Before and after surgery, DILAUDID provides unexcelled analgesia. Its high thera- 
peutic ratio is commonly reflected by lack of nausea and vomiting — and marked 
freedom from other side-effects such as dizziness and somnolence. DILAUDID 
thus facilitates early ambulation and simplifies postoperative management. 
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NEWS AND NOTES—Continued 


Institute for Study of Mental Deficiency 

Governor Rockefeller made the announce- 
ment that a new institute for basic research in 
menta! retardation, believed to be the first of 
its kind in the world, will be established adja- 
cent to the Willowbrook State School on Staten 
Island. The New York State Institute for 
Research in Mental Deficiency will be a unique 
undertaking in a field where research has been 
scant and where progress has been extremely 
slow, the Governor believes. 

The Institute will be an independent facility 
where a number of scientific disciplines work- 
ing in the same locality can carry out research 
from different points of view, using various 
techniques, but all primarily focused on the 
basic problems of mental deficiency. The Insti- 
tute which will have its own director and staff 
will be in a position to establish close work 
relationships with medical schools in New York 


City. Its proximity to Willowbrook State 
School will permit the use of a great deal of 
research material in which all types of mental 
deficiency will be represented. Moreover, the 
availability of the school will make it possible 
to devote all institute funds to the research 
effort. 

The new installation will comprise labora- 
tories, clinical facilities and administrative 
offices. Provision will be made for studies in 
psychology, biochemistry, pharmacology, ge- 
netics, and microbiology, biophysics, metabo- 
lism and pathology, including neuropathology, 
immunology and hematology. Small wards will 
permit continuous observation and recording 
of patients’ hehavior. Facilities will be avail- 
able for occupational therapy, recreation, and 
classroom instruction. 

Continued on page 210a 
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TOPICAL STEROID NEWS: 
BREAKTHROUGH IN THERAPY 


In steroid responsive dermatoses you 
may prescribe new Panzalone Cream for 
rapid healing without concern about side 
effects and cost-to-patient, even when 
used on extensive areas for prolonged 
periods. 


2% CREAM 


PANZALON 


delta-5-hemisuccinoxypregnenolone*, DOAK 


BREAKTHROUGH IN THERAPY 


because the 2% concentration of Panzalone Cream 
helps assure quick relief of symptoms and more 
rapid healing of lesions, 

because Panzalone is a new and fundamentally 
different steroid for topical application; it is non- 
corticoid and thus cannot produce corticoid side 
effects and 

because cost-to-patient of an Rx for Panzalone 
Cream, reflecting the economies in synthesis of 
this new steroid, will be less than 4% the average 
for comparable topical steroid creams. 


Panzalone Cream is applied 3-4 times a day, supplied as 
15 Gram (¥2 02.) tubes. Each gram of water washable cream 
contains 20 mg. of delta-5-hemisuccinoxypregnenolone 
(A5-pregnen-3(8)-hemisuccinoxy-20-one), DOAK with 
Buro-Sol®, DOAK (equivalent to 3.38 mg. aluminum acetate), 
pH 5.5. Distributed in Canada by Trans-Canada Pharmacal 
Co., Montreal, P. Q. “PATENT PENDING 


DOAK Pharmacal Co., Inc., New York 16, N.Y. 
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NEWS AND NOTES—Continued 


North Hills Emergency and Health Center 


St. John’s General Hospital, Pittsburgh, plans 
to build a $1,200,000 emergency, diagnostic, 
and health center in North Hills, Pittsburgh. 
The center would supplement the in-patient 
facilities of existing hospitals, and encourage 
more efficient and less costly service. Federal 
aid amounting to $372,000 has been allocated 
for the project. North Hills Emergency and 
Health Center will be available to all physi- 
cians. Similarly, patients may be transferred 
to any other hospital, not only to St. John’s. 
The Center will have no in-patient facilities 
other than its emergency rooms. Tentative 
plans for the Center include: 

Around-the-clock emergency service, with a 
resident physician or staff doctor and a reg- 
istered nurse on duty at all times. All patients 
treated will be referred back to their own 
physicians. 

Diagnostic services, including X-ray, lab- 
oratory, electrocardiogram, and basal metabo- 
lism, will be available to all physicians on a 
24-hour basis. 

Community health services, such as a well- 
baby clinic, child guidance center, maternity 
center, regularly scheduled specialty clinics, 
and a home-care center. 

Rehabilitation services on an out-patient 


"| have a dizzy feeling in my rectum." 


basis for many illnesses, including nervous dis- 
orders and alcoholism. 

County Health Department offices, facilities 
for mass inoculations, and a disaster center 
able to handle 100 casualties. 

Offices for 22 physicians and two dentists, 
who will not need expensive special equipment 
because of its availability in the Center. 


Blood Research Center 


The Red Cross has announced that it will 
build a laboratory for blood research at Belle- 
vue Hospital, New York City. Its major proj- 
ect will be the dissolution of blood clots, such 
as those that cause coronary thrombosis, phle- 
bitis, and strokes. The laboratory will also 
provide facilities for basic research in blood 
enzymes, one of which, fibrinolysin, dissolves 
clots. The Bellevue laboratory will be the sec- 
ond of several such centers planned by the Red 
Cross. The first was opened in Los Angeles, 
November 1960. 


Michael Reese Hospital to Expand 


A major expansion program is undcrway at 
the Michael Reese Hospital and Medical Center 
in Chicago. The $16,000,000 project is ex- 
pected to be completed within five years. 
Present plans include a research building; 
women’s and children’s hospital; psychiatric 
clinic; surgical wing; orthopedic center; pavilion 
for medical and surgical patients, and a general 
services building. 

Already the largest private voluntary hos- 
pital in Chicago and one of the leading med- 
ical centers in the nation, Michael Reese’s 
expansion will enable the institution greatly to 
increase its vital service to the community. An 
area which had been earmarked by the Chicago 
Land Clearance Commission for a park to 
serve the needs of the hospital and people living 
in the community has been purchased by 


Michael Reese. Continued on page 214a 
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to perform 


Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLIN® EXPECTORANT is formulated to 


provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,® 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. 


a Specilic 
function™ 


alp contro cough 


BENYLIN EXPECTORANT is a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of all ages. 


supplied: ExPECTORANT is available 
in 16-ounce and 1-gallon bottles. 


Each fluidounce contains: 80 mg. Benadryl 
Hydrochloride (diphenhydramine hydrochio- 
ride, Parke-Davis); 12 gr. ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
origin. Dosage: Adults—1 to 2 teaspoopfuls 
every three to four hours. Children—¥% to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


as driving). 
PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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MEDROL* TABLETS SOLU- MEDROL DEPO- 
2 mg. in bottles MEDROL* MEDULES* MEDROL* 
aan of 30 and 100 40 mg. in1cc. 4 mg. in bottles of acetate 
(metnylpredinisolone) 4 mg. in bottles Mix-O-Vial* 30, 100 and 500 40 mg./ce. 


of 30, 100 and 500 capsules in 1 cc. and 


1 * ttl f 2 mg. in bottles 5 cc. vials 
A fo rm 6 mg. in bottles of 50 “f 38 and 100 rch 
f in 5 cc. vials 
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with 
acd and 
carbonate 


VERIDERMt MEDROLcetate MEDAPRIN* TABLETS 
in bottles of 100 and 500 


AND 
N EO M EDROL *acetate 


MEDROL 
WITH ORTHOXINE* 
TABLETS 


in bottles of 30 and 100 0.25% and 1% 


in 5- and 20-Gm. tubes 


*# Trademark, Reg. U.S. Pat. Off. 
tTrademark 
Copyright 1961, The Upjohn Company 
The Upjohn Company, Kalamazoo, Michigan Sth yea 


September, 1961 
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NEWS AND NOTES—Continued 


Children’s Hospital at Fort Worth 

The new Fort Worth Children’s Hospital, 
dedicated to the care of sick and injured chil- 
dren of Fort Worth and surrounding areas 
was opened recently. Initially, the new hospital 
has 34 beds and 47,000 square feet of space 
in a modern structure with exterior walls of 
white quartz-and-concrete panels, trimmed with 
black granite. The hospital represents an 
initial investment of more than a million dol- 
lars. The building’s foundations are constructed 
to allow for eight additional floors, for an ulti- 
mate capacity of 250 beds. 

The hospital is connected by an underground 
tunnel with Harris Hospital, and each hospital 
uses certain facilities and services of the other 
to avoid unnecessary duplication. Designed 
and equipped especially to serve the needs of 
children, the building has patient rooms with 
one, two, and four beds each. Some of the 


rooms open on the hospital’s two garden courts. 
Every room has television. Also in patients’ 
rooms are large lounge chairs which open to 
make comfortable beds when a parent needs 
to remain overnight near a sick child. Facilities 
of the hospital include a fully equipped emer- 
gency room, a children’s playroom, a large 
snack bar for the convenience of parents, and 
a small chapel. 


Grant to Creighton University 


A three-year grant totaling $77,086 has been 
received by Dr. Wayne H. Akeson, Depart- 
ment of Orthopedic Surgery at the Creighton 
University School of Medicine. His research 
will include studies, by chemical methods, to 
determine why soft tissue loses its normal elas- 
ticity when a limb is immobilized for an ex- 


tended period. Continued on page 218a 


ANTIBACTERIAL / ANALGESIC 
for rapid, safe and effective 


control of mild and moderate 
oropharyngeal infections 


| 


contain a new local chemotherapeutic 
agent with a unique dual action* 
TROCHES 


ANTIBACTERIAL (without antibiotics) — highly effective in 


SAMPLES 
AND LITERATURE 


write: 


The KASDENOL CORP. 


P.O. Box 57 Huntington 
New York 


vivo against gram-negative and gram-positive organisms 
in the mouth and throat. 

ANALGESIC (without ‘caine’ or ‘quinoline’ derivatives) — 
prompt and long-lasting analgesia on all oropharyngeal 


mucosa. 
DOSAGE: One t.p.. TROCHE q.i.d. X 3 days. 


AVAILABILITY: Boxes of 12s at your local pharmacy. 


*TRIAMITE contains benzoic acid, para-hydroxybenzoic acid, trihydroxybenzoic 
acid (gallic) partly esterified with n-propyl alcohol. 
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..and other 
types of 
Nausea and 
Vomiting 


NOW 3 
DOSAGE 
FORMS 


STOPS 


ICRNESS... 


9 times out of 10 


BONADOXIN 
TABLETS 


when the patient can 
take oral medication 


Each tiny tablet contains: 
meclizine HCI (25 mg.) for 
antinauseant action; pyri- 
doxine HCI (50 mg.) for 
metabolic replacement. 


when your OB patient needs the best in prenatal 
vitamin-mineral supplementation . . 


OBRON® 


BONADOXIN 
D RO PS Sor infant colic 


Each cc. contains: mecli- 
zine equivalent to 8.33 mg. 
of the hydrochloride; pyri- 
doxine equivalent to 16.67 
mg. of the hydrochloride. 
Three cc. of Bonadoxin 
Drops equal one Bona- 
doxin tablet in meclizine 
and pyridoxine content. 


New York 17, N. Y. 


and the new 


BONADOXIN 


INTRAMUSCULAR 
SOLUTION 


when the oral route 
is not feasible 


Each cc. contains: mecli- 
zine equivalent to 25 mg. 
of the hydrochloride; pyri- 
doxine equivalent to 50 
mg. of the hydrochloride. 


Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 


Witch Doctors 
guaranteed to cast 
a decorative spell 
over your office 


or home 


Ebouy Sculptures 


These witch-doctor figures are handcarved by 
members of the Wazaramu tribe in Tanganyika. 
The wood is solid ebony, as hard and shining as 
black marble. 


Because they are made by individual native crafts- 
men, no two figures are exactly alike. This means that 
at a small cost you can get a work of art—an original 
sculpture—that is unique. Sizes range from 12 to 15 
inches in height. 


Price: Figure A, $6.95 Figure B, $5.95. 

To cover packing, mailing and insurance charges, 
please add (for each figure ordered) 45 cents for 
shipments East of the Mississippi, 95 cents for ship- 
ments West of the Mississippi. 


MEDICAL TIMES OVERSEAS, Dept. M, 1447 NORTHERN BLVD., MANHASSET, N. Y. 
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In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i. e., pain on motion, tenderness, 
swelling and morning stiffness.' 


Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 
in bottles of 100. Also available ac Injection DECADRON Phos- 
phate and new Elixir DECADRON. Additional information on 
DECADRON is available to physicians on request, DECADRON 
is a trademark of Merck & Co., Inc. 
Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis and Allied 
Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p. 364. 
MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. 
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NEWS AND NOTES—Continued 


"Why did you decide to specialize in proctology?" 


Dr. Perrin Long Retires 


Dr. Perrin H. Long, who recently retired as 
professor of medicine at the State University 
of New York Downstate Medical Center in 
Brooklyn, has been named professor emeritus, 
it was announced by Robert A. Moore, presi- 
dent of the medical center. Dr. Long, who 
served as chairman of the department of medi- 
cine at the Downstate Medical Center and 
chief of medicine at Kings County Hospital 
from 1951 to 1960 and as professor of medi- 
cine from 1960 to the present, was honored 
at the annual Kings County Hospital medical 
staff dinner by his students, house officers, 
and associates. He was presented with a testi- 
monial book announcing the creation of a 
special fund to establish the Perrin H. Long 
Collection in the department of medicine 
library. Dr. Long received his medical degree 
from the University of Michigan in 1924 and 
served on the faculty of the Johns Hopkins 
Medical School in Baltimore for 22 years be- 
fore going to Brooklyn. Dr. Long will con- 
tinue his work as editor of Resident Physician 
and Medical Times. 
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Dr. Sabin Visiting South America 


Dr. Albert B. Sabin left Cincinnati earlier 
in the year to confer with public health officials 
of several South American governments on the 
use of his oral polio vaccine. The Doctor was 
invited by the Brazilian Ministry of Health to 
consult on that nation’s recent decision to use 
the Sabin oral vaccine. A vaccination program 
will be initiated in Brazil for all children under 
five years of age. Beside lectures at the Uni- 
versity of Brazil, Dr. Sabin’s tour will include 
Uruguay, Argentina and Chile. 


Program Study at University of Illinois 

The University of Illinois College of Medi- 
cine has been awarded $128,000 for a two- 
year study and evaluation of its over-all pro- 
gram in medical education by the Common- 
wealth Fund of New York City. The grant is 
a renewal of an original endowment of $112,- 
000 for a two-year period ending in 1961. The 
University of Illinois College of Medicine is 
typical of a group of publicly supported schools 
whose teaching problems have been accen- 
tuated in recent years by markedly increased 
enrollments. The Fund grant provides for a 
full-time staff which will enable the adminis- 
tration and faculty to carry out an intensive 
study of scientific teaching methods, advance 
instruction in patient care, and development of 
a permanent program of research. 


University Hospital 

September 28, 1961 saw the cornerstone 
ceremonies for the last unit in the present 
building program of the New York University 
Medical Center, New York City. The 18-story, 
600-bed University Hospital is scheduled for 
completion in the fall of 1962. Guests wit- 
nessing the ceremony included national, state 
and city officials, with Winthrop Rockefeller, 
Chairman of the Medical Center Board, act- 
ing as master of ceremonies. 


Continued on page 222a 


MEDICAL TIMES 


. 
JS 


Hygroton® 


brand of chlorthalidone 


in hypertension 
and edema 


17 days free each month 
from drug 
administration 


just one tablet 
Mon. Wed. Fri. 


The longest-acting by far 

of all the new agents 
introduced for 

hypertension and edema, 
Hygroton provides a 
smoother, less abrupt action 
which is sustained for 

as long as 72 hours...can 
initiate and maintain therapy 
on just 3 doses a week... 
saves the patient over 

¥3 in cost without sacrifice 
of therapeutic benefit. 


Hygroton® Tablets, 
100 mg., bottles of 100. 


Geigy Pharmaceuticals 
Division of 

Geigy Chemical Corporation 
Ardsley, New York 
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is pharmaceutical 


advertising 


really 


“advert 


of course it is, though some have called it 


“education” . . . not really “advertising.” 


Of course it’s “advertising”...a frankly competitive activity of the Ameri- 
can private enterprise system to which this industry belongs. Of course it’s 
“advertising”. ..created in the hope of getting the physician to note and read; 
of persuading him, by setting forth proven indications and advantages, to 
learn about a drug; and of thereby helping him alleviate suffering or cure dis- 
ease by prescribing it. 


“Advertising”? Surely! BUT indisputably different from any other adver- 
tising in the world (which is just what has led people to devise various dif- 
ferent names for it). For in its proper role it communicates the vital information 
. .. good, bad, and indifferent . . . and it keeps the physician abreast of each 
useful new clinical application and each new danger revealed during increas- 
ing use of the drug. 


There’s been a lot of talk about “over-advertising”, and there may have been 
occasional excesses. But consider the potential dangers, in this era of astonishing 
new drugs, of “under-advertising”. . . in view of the complexity of modern drug 
therapy; the lag of 6 to more than 18 months before the appearance of defini- 
tive medical articles on new drugs; and the fact that there is no other source of 
such comprehensive information about a new agent as the company that ran it 
through the crucial gauntlet of animal pharmacology and clinical investigation. 

This message is brought to you on behalf of the producers of prescription drugs. 


For additional information, please write Pharmaceutical Manufacturers Associae 
tion, 1411 K Street, N.W., Washington 5, D.C. 
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origin.” “Pronestylwill be [a] drug of choice forintravenous usaThe intramuscular prep 


aration of Pronestyl has a clear advantage over theintramuscular preparation of quinidin: 


because effects develop more sometimes stops arriiythmias which have 


not responded to quinidine’ *... Pronestyimay be uséd.in patients sensitive to quinidine - . 

Hy more. prolonged action, less toxicity, less hypotemsive effect than procaine ...no CNS ie 
stimulation as procaine may. produce. 
Supply: For converient oral administration C les, in References: 1. Zapata-Diaz, J. et a Anw Meart J: 49:654, 2 
botties of 100 ar 900. For M. are stration: Parent Modell. in Bruwe Chelce, C osby 
Solution, 100 me. in full information see 419. Kayden, ai.; ModzCancents Carcievasc 
your Squibb Product Reference roduct Brief 1951. ef aly LAMA 

SQUIBB. Squibb Quality — the Priceless In crédiei 
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NEWS AND NOTES—Continued 


Teaching Auditorium at Dartmouth contained research center. The area already 

The Dartmouth Medical School is planning contains a metabolism unit consisting of a spe- 
the construction of a teaching auditorium of cial diet kitchen, a biochemical laboratory, of- 
a 350-seat capacity. It will be equipped with fices, and patient accommodations. The unit 


the newest audiovisual equipment and other will be expanded with two more laboratories, 
teaching aids for lectures, demonstrations, and a patient physiological observation room, an 
conferences. A recent grant from the W. K. external isotope counting room, an instrument 
Kellogg Foundation of $500,000 will finance | room, and utility facilities. 

the project. 


Dr. George Papanicolaou 


Expanded Research Facility in Illinois Dr. George N. Papanicolaou has been named 

Clinical research at Northwestern University Director of the Cancer Institute in Miami. 

Medical School and Passavant Memorial Hos- When he assumes his new post in 1961, it will 

pital will be substantially expanded through a terminate an association of 48 years with 

two-million-dollar, seven-year program sup- Cornell University Medical College, where he 
‘ ported by the National Institutes of Health. was currently professor emeritus of clinical 
a The research will be conducted at Passavant, anatomy. The Institute will have a $250,000 
one of five affiliated hospitals, where construc- research facility ready for the Doctor’s arrival. 


tion will begin late in 1961 on a 14-bed, self- Continued on page 2282 


NEW for MIGRAINE, 
MIGRAINE VARIANTS, 
TENSION HEADACHES 


ACTS DIRECTLY on dilated cerebral arteries to re- COMPOSITION: Each Midrin capsule contains: Isometheptene 


duce throbbing and intracranial pressure. Mucate 65 mg., Dichloralphenazone 100 mg.,and N-acetyl-p- 
aminophenol 325 mg. 

CONTROLS EMOTIONAL STRESS that causes cer- USUAL ADULT DOSAGE: Migraine: Two capsules start, then 

ebral vasodilation and muscular contraction in the 1 every hour until relief is obtained (maximum, 5 within a 


‘ 12-hour period). Tension Headache: One or two q. 4 h. (maxi- 
nuchal and scalp regions. mum: 8 per day). 


REDUCES PERGEPTIVE and reactive components of 


cerebral pain by three distinct actions. 
For literature and clinical supply, write to CAPSULES 


CARNRICK 
G. W. Carnrick Co., Newark 4, N. J. for migraine, migraine variants and tension headaches. 
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= Locks in spermicidal 
under and next to the os 


(VOL. 89, NO. 11) NOVEMBER 1961 


y physicians 3 | 
| 
| reing diaphragm (60-95 mm) and Koromex jelly and cream (trial size). More 
ae - satisfied patients result from trying both and then selecting the one best suited “i 


First Choice 


for safety, effectiveness and dependability 
IN ACUTE AND CHRONIC 


RECENT PROOF OF CLINICAL EFFECTIVENESS OF URISED 


No.of  Percento 
Patients Satisfactory Side Effects 
Treated Respons 


Sands? (Trigonitis) 83 83.2 One 
f (mild rash) 


_ Haas & Kay? (Acute and Chronic 

‘ Urinary Infections) 50 97° None 
_ Renner,? et al. (Common Urinary 

Infections) 50 None 
Marshall‘ (Cystitis) 100 None 
Strauss® (Urinary Infections in 

| the Aged) 50 None 


Total Cases 333, 
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URINARY TRACT INFECTIONS 


URISED. 


Urised rapidly provides soothing relief and combats infec- 
tion along the entire urinary tract. Effective in 80% to 
90% of urinary tract infections,’’ Urised establishes free 
urinary flow, thus overcomes urinary retention, stagnation 
and consequent bacterial growth. Urised contains no anti- 
biotics or sulfonamides, causes no renal damage, crystal- 
luria, or blood dyscrasias. It is effective in acid or alkaline 
urine, and reduces need for extensive laboratory work. 


Each Urised Tablet Contains: 


Atropine Sulfate............. 1/2000 gr. Hyoscyamine..... oeeeeeeesse1/2000 gr. 
With Methenamine, Methylene Blue, Benzoic acid, Salol and Gelsemium. 

Indications: 
Soothing, urinary antiseptic-antispasmodic for rapid relief of pain, urgency, dysuria and 
frequency. Clinically safe and effective for treatment of acute or chronic cystitis, ure- 
thritis, pyelitis, pyelonephritis, prostatitis and ureteritis. 


Dosage: Adults: 


2 tablets q.i.d. with full glass of water. Acute Cases: Start with 2 tablets every hour for 
three doses. 


Bottles of 100, 1000 and 2000 tablets. 


(1) Sands, R. X.: Trigonitis during Pregnancy: A Method of Treatment, New York St. J. 
Med. 61:2595-2602, 1961; (2) Haas, Jr., J., and Kay, L. L.: Management of Urinary 
Tract Infections, Southwest. Med. 42:30-32, 1961; (3) Renner, M. J., et al.: Urinary 
Tract Infections. Treatment with Antiseptic-Antispasmodic Agent, Hosp. Topics 39:71- 
73, 1961; (4) Marshall, W.: Treatment of Cystitis in General Practice. Clin. Med. 7:499- 
502, 1960; (5) Strauss, B.: Treatment of Urinary Tract Infections in the Elderly. Clin. 
Med. 4:307-310, 1957. 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Avenue, Chicago 40, Illinois 
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this is 


PLEXONAL 


{ACTUAL SIZE AND SHAPE) 


% Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
ean tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 
Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 

of drowsiness. 

Por example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 
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PLEXONAL 
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a superior daytime relaxing agent 


(NOT A TRANQUILIZER) 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation™ 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1... . 30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal. ... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.’” 


In 26 older age cardiac patients, “A comparison of Plexonal with the 

therapy previously employed showed that 17 did better on Plexonal . 
than on meprobamate, 6 did better on meprobamate than on Plexonal 
a and 3 responded the same to both.’” 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per days» 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 


sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarh: curate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- eal 
anesulfonate 0.16 mg. SERVING THE | 


PHYSICIAN 


1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin. 34:408 (Aug. 19) 1959. ) 


2. Davanloo, H.: Am. J. of Psychiat. 117:740 (Feb.) 1961. 
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NEWS AND NOTES—Continued 


Dr. Winston K. Shorey 

Dr. Winston K. Shorey, Associate Dean of 
the University of Miami School of Medicine 
has been named Dean of the School of Medi- 
cine at the University of Arkansas in Little 
Rock. The Doctor received his M.D. degree at 
the University of Pennsylvania in 1943. 


Dr. George Baehr 

Dr. George Baehr, Chairman of the New 
York State Public Health Council and founder 
of the Health Insurance Plan for Greater 
New York, was presented with the annual 
Biggs Memorial Award of the New York State 
Public Health Association for outstanding 
work in public health. Dr. Baehr has been a 
member of the New York State Public Health 
Council for more than 25 years, and its chair- 
man since 1955. He has been a pioneer worker 
in the field of medical care and developed, at 
the request of Mayor LaGuardia, the Health 
Insurance Plan of New York City. Until 1950, 
Dr. Baehr was Chief of the First Medical 
Service and Director of Clinical Research at 


Mount Sinai Hospital; also Clinical Professor 
of Medicine at Columbia University. Dr. Baehr 
was President of the New York Academy of 
Medicine from 1945 to 1948. He received his 
M.D. degree from Columbia University, and 
did postgraduate work at the Universities of 
Freiburg and of Vienna. 


Rare Case Registry 

The Southern Regional Education Board is 
maintaining a Rare Case Registry to help re- 
search investigators gain access to information 
about rare forms of mental retardation. The 
registry serves as a clearing house for infor- 
cation about the location and incidence of rare 
cases in this region, by putting those persons 
who request clinical data and material in touch 
with those who can supply it. This service is 
designed to aid qualified professional persons 
employed in academic or clinical facilities any- 
where in the 15 Southern States. Personnel 
may be from any discipline or profession con- 
cerned with mental retardation. 


Continued on page 230a 


"Still bothered by that constipation, eh Mr. Kiel?" 
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Fingerprints through an examination glove? 


Yes... it actually can be done! Such sensitivity is yours for the first time in 
the new WILSON TRU-TOUCH* Disposable Vinyl Examination 
Glove -the most sensitive finger-tips next to your own. Non-constricting 
...seam-free construction. In a marketing study, more physicians 
preferred Tru-Touch to conventional examination gloves. A product of 
BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


CWILSON AND TRU-TOUCH——TRADEMARKS 
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NEWS AND NOTES—Continued 


Appointment to Walcott Chair at Harvard 


Dr. John C. Snyder, Dean of the Faculty 
of Public Health at Harvard, has been ap- 
pointed the first Henry Pickering Walcott Pro- 
fessor of Microbiology. The Walcott Professor- 
ship has been established to commemorate Dr. 
Henry Pickering Walcott (1935-1932), who 
was one of the early leaders in the field of 
public health in the United States, a former 
Fellow of the Harvard Corporation, and mem- 
ber of the Board of Overseers. Twice during 
the presidency of Charles W. Eliot, Dr. Walcott 
served as acting president of the University. 
In 1914, Dr. Walcott was elected president of 
the Harvard Alumni Association. 

An endowed fund in the name of Dr. Henry 
Pickering Walcott was given to Harvard in 
1922 by the Rockefeller Foundation to help 
establish the School of Public Health. Income 
from the unrestricted fund has been used to 
support various professorships in the School. 
A portion of the fund will now be restricted 
for the newly named professorship. Dr. Snyder, 
in addition to his administrative and teaching 
responsibilities, leads the Harvard portion of 
a trachoma research program conducted jointly 
by the University and the American Oil Com- 
pany in laboratories in Saudi Arabia and at the 
School of Public Health. 

Dr. Snyder received the M.D. degree from 


"| said her case history card. 
This is a recipe for curried shrimp." 


Harvard in 1935. Prior to his appointment as 
Professor and Head of the Department of 
Microbiology at the Harvard School of Public 
Health, Dr. Snyder served as a staff member 
of the International Health Division of the 
Rockefeller Foundation from 1940 to 1946. 
Currently, the Doctor is a member of the Com- 
mission on Virus and Rickettsial Diseases of 
the Armed Forces Epidemiological Board, and 
a member of the expert advisory panel on virus 
diseases of the World Health Organization. 


Goldblatt Pavilion at Chicago 


Dedication exercises were held for the new 
$1,480,000 diagnostic center of the University 
of Chicago to be known as the Goldblatt 
Pavilion. The first floor will consist of a wait- 
ing room and admissions office for outpatients. 
The second floor will house clinical labora- 
tories, and chest and stomach x-ray micro-film- 
ing apparatus for routine disease detection. 
The top floor will consist of a new occupa- 
tional therapy unit and a large sun terrace. 
The structure is designed to handle the out- 
patient visits to the University’s medical facili- 
ties which average 175,000 annually. 


Hahnemann to Establish 
Cardiovascular Institute 


The National Institutes of Health have 
granted Hahnemann Medical College and Hos- 
pital of Philadelphia $2,000,000 to establish 
a clinical cardiovascular institute for a concen- 
trated research effort into the causes, manage- 
ment, and correction of diseases of the heart 
and circulation. The program will be under 
the direction of Dr. William Likoff, Clinical 
Professor of Medicine and head of the cardio- 
vascular section at Hahnemann. Facilities for 
the new institute will be housed currently in a 
specially renovated area of Hahnemann Hos- 
pital. Plans for a new building devoted to the 
institute are underway. 

Concluded on page 232a 
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Parkinson's 
Disease 


ARTANE is well suited to the needs of the greatest number of 
atients.? Improves rigidity, akinesia and mental depression. 
ontrols oculogyria ... remarkably free of toxic reactions. 

Indicated: All types of Parkinsonism, and to control extra- Request complete information on in- 

pyramidal reactions in ataractic therapy. Supplied: Tablets, 2 dications, dosage, precautions and 


mg. and 5 mg.; Elixir, 2 mg./5 cc. tsp. 1. Constable, K.: J. Am. contraindications from your Lederle 
M. Women’s A. 15:757 (Aug.) 1960. 2. Critchley, M.: Brit. Representative or write to Medical 


M. J. 2:1214 (Nov. 15) 1958. Advisory Department. 
LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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The Balanced Acne Therapy 
KELGY LABQRATORIES 


NEW YORK 35, N. Y. 


Classified 
Advertisements 


Advertisements are published without charge for 
those physicians whose names appear on the 
MEDICAL TIMES mailing list of selected general 
practitioners. To all others the rate is $7.00 per 
insertion for 30 words or less; additional words 
15c each. 

CLASSIFIED ADVERTISING FORMS CLOSE 
15th of PRECEDING MONTH. If Box Number 
is desired all inquiries will be forwarded promptly. 
Classified Dept. MEDICAL TIMES, 1447 North- 
ern Boulevard, Manhasset, L.I., N.Y. 


FOR SALE OR LEASE 


A beautiful home and office space in Indiana for 
M.D. in connection with dental office. Located on 
main highway in industrial and agricultural district. 
A growing community badly in need of medical care. 
The dental office has been established for past twenty 
years and going full time now, seeing twenty to 
twenty-five patients daily. This home will make ideal 
medical and dental clinic. The medical office covers 
downstairs floor space with plenty of room, has rest 
room, patio, garage and a nice yard with shrubbery. 
There is a four-room and bath apartment upstairs, all 
in nice condition. This place must be seen to be 
appreciated. Will sell on contract or rent reasonable. 
Send replies to Box 1101, Medical Times, 1447 
Northern Boulevard, Manhasset, New York. 
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NEWS AND NOTES—Concluded 


Dr. Floyd R. Skelton 


Dr. Floyd R. Skelton, winner of the 1960 
Parke-Davis Award in Experimental Pathology, 
has been named Professor and Chairman of the 
Department of Pathology, University of Buffalo 
School of Medicine. The Doctor was formerly 
Associate Professor Pathology at Louisiana 
State University School of Medicine, and re- 
search director of the Urban Maes Research 
Foundation and Laboratory. 


Upstate Medical Center 


Dr. Carlyle Jacobsen, President of the State 
University of New York Upstate Medical Cen- 
ter, Syracuse, and Dean of the College of Medi- 
cine, has announced the reorganization of the 
departments of obstetrics and gynecology at 
the Upstate Medical Center. The two depart- 
ments will be combined into a single depart- 
ment of obstetrics and gynecology. Dr. Robert 
E. L. Nesbitt, Jr. will head the new department. 


Dr. Carl G. Jung 


Dr. Carl G. Jung, one of the founders of 
modern psychiatry, died at his home in Switzer- 
land at the age of 85. Dr. Jung was an early 
associate of Sigmund Freud. He was primarily 
a neurologist who worked in the field of psy- 
chiatry, refining many of its basic concepts. 
The Doctor studied medicine at Basel and at 
Paris, later joining a mental clinic of which 
he became head in 1905. 


Psychiatry Program at Georgetown 

The Georgetown University Medical School 
under a grant from the National Institute of 
Mental Health will have a three-year residency 
program in psychiatry available for a qualified 
physician who is currently in general practice 
or in some specialty other than psychiatry. To 
be eligible, a physician must be a graduate of 
an approved medical school, and must have 
practiced four years following internship. 
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anorectal comfort... that lasts 


Patients want full, fast and lasting relief from the distressing 
symptoms of common anorectal disorders, such as hemor- 
rhoids, proctitis and pruritus ani. 


to maintain lasting to provide immediate 
anorectal comfort anorectal comfort 
continue therapy with start therapy with 
® ® 
hemorrhoidal suppositories hemorrhoidal suppositories with 
or unguent hydrocortisone acetate, 10 mg. 
to prevent recurrence of to reduce inflammatory reaction 
symptoms, one Anusol and to provide immediate 
Suppository morning and relief of anorectal pain and 
evening and after each evacu- itching, two Anusol-HC 
ation. Supplement with Anusol Suppositories daily 
Unguent as required. for 3 to 6 days. 


Neither Anusol nor Anusol-HC contains anesthetic drugs which might 
mask the symptoms of serious rectal pathology. 
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RAIN OR SHINE 


THE DOCTOR WILL ENJOY THIS UNIQUE 


Barometer 
Desk Set 


This decorative set makes an interesting 


conversation piece fer the physician's office 


or den. Ideal as a gift or prize. 


Made exclusively for us by European crafts- 
men, the set reflects quality workmanship in 
every detail. The whimsical figure of a physi- 


cian is handcarved and painted, and the brass- 


finished barometer — made in West Germany 


— is a precision instrument that is fully guar- 
anteed. Base and mounting are of genuine 
European walnut. 
Size: 7" high, 7" long. 
Price: $19.95 each. Free delivery anywhere 
in the United States. Write for special 
prices on quantity orders. 


MEDICAL TIMES OVERSEAS, INC. 


1447 NORTHERN BOULEVARD 
MANHASSET, NEW YORK 


WHAT'S YOUR VERDICT? 
(Answer from page 58a) 


The Court of Appeals affirmed the judgment 
of the trial court, holding: “Shall we, a court of 
lawyers, lay upon the medical profession an in- 
flexible injunction to be accessible at every mo- 
ment for a given period of time following the 
performance of surgery, and never to leave the 
side of a patient in shock or critical condition? 
Or is this sort of question essentially for the jury? 
The answer is not free of doubt, in such a case 
the traditions of our juridical system, tested and 
approved by settled public acceptance, impel us 
to say that the surgeon was entitled to have the 
matter resolved by a jury of his peers.” 

BASED ON DECISION OF 

CourRT OF APPEALS OF KENTUCKY 


WHO IS THIS DOCTOR? 
(Answer from page 76a) 


ALBRECHT VON HALLER 


MEDIQUIZ 


(Answers from page 93a) 


1 (C), 2 (A), 3 (B), 4 (C), 5 (E), 6 (D), 
7 (BE), 8 (E), 9 (D), 10 (C), 11 (CB), 
12 (D), 13 (C), 14 (D), 15 (A), 16 (E). 
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OPHTHALMIC OINTMENT! it melts" 


melts ot 97.8° F. 
FOR: 


GREATER EFFECTIVENESS—NeoDECADRON Ophthalmic Oint- 
ment melts at body temperature... providing optimal cover- 
age of optimal concentration at the site of the lesion—it does 
not ‘‘pop out”’ on the lid. 


ACTIviTY— dexamethasone 21-phosphate for unexcelled top- 
ical activity and solubility plus neomycin sulfate for broad 
antibiotic protection. 


CONVENIENCE—in addition to NeoDECADRON Ophthalmic 
Ointment, NeoDECADRON® Ophthalmic Solution is available 
—a dosage form for every need. 

INDICATIONS: Trauma—mechanical, chemical or thermal; inflammation of 


the conjunctiva, cornea, or uveal tract involving the anterior segment; 
allergy; blepharitis. 


PRECAUTION: Steroid therapy should never be employed in the presence of 
tuberculosis or herpes simplex. 


Before prescribing or administering NeoDECADRON Ophthalmic Ointment 
or Solution, the physician should consult the detailed information on use 
accompanying the package or available on request. 


MERCK SHARP & DOHME Division of Merck & Co., INC., West Point, Pa 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE OPHTH ALMIC OINTMENT 


eepsthe 


Hydrocortisone 
OPHTHALMIC OINTMENT 
melts at 103.3° F. 


DOSAGE: Ophthalmic Ointment: Instill 
three or four times daily. Ophthalmic 
Solution: One drop four to six times daily. 
Dosage may be adjusted up or down, de- 
pending upon the severity of the disorder. 


SUPPLIED: The ointment is supplied in 3.5 
Gm. ('% 0z.) tubes. Each Gm. contains 0.5 
mg. of dexamethasone 21-phosphate as 
the disodium salt and 5 mg. of neomycin 
sulfate (equivalent to 3.5 mg. neomycin 
base). Also contains white petrolatum 
and liquid petrolatum. The solution is 
supplied in 2.5cc. and 5cc. sterile bottles 
with dropper assembly. Each cc. contains 
1 mg. dexamethasone 21-phosphate as 
the disodium salt, 5 mg. neomycin sulfate 
(equivalent to 3.5 mg. neomycin base). 
Inactive ingredients: creatinine, sodium 
citrate, sodium borate, polysorbate 80, 
sodium hydroxide (to adjust pH) and 
water for injection. 0.32% sodium bisul- 
fite and 0.02% benzalkonium chloride 
added as preservatives. 


NeoDECADRON is a trademark of Merck & Co., INC, 
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Covering the Times 


rai a woman’s work, a physi- 
cian’s learning never ends. This may also be 
said of other professions but no where with 
as much reason. The discoveries of countless 
new drugs, new equipment and new techniques 
—all directed at saving and prolonging life 
and relieving human suffering—all are prod- 
ucts of the learning process—and all require 
new learning on the part of the physician. 

Today’s physician learns by numerous ways: 
by his day-to-day experiences in the care of 
his patients, which help sharpen his insight 
in uncovering hidden illnesses; by reading; by 
attending ward rounds and conferences with 
his medical colleagues where combined experi- 
ences and knowledge are brought to bear on 
difficult medical problems. 

Paradoxically, one of the more important 
learning methods for physicians is teaching, 
for by teaching he must not only refresh his 
own memory but keep up to date. Our cover 
artist, Alex Ross, has captured Dr. Marvin 
Chernow, Assistant Director of Laboratories, 
in just such a paradox: learning by teaching 
a class in pathology at the Norwalk Hospital 
School of Nursing (Conn.). The physician’s 
role as a teacher, as a matter of fact, is very 
much in evidence at Norwalk Hospital and is 
considered an important factor in meeting high 
standards of care for patients. 

From 50 to 100 practicing physicians in all 
specialties comprise the teaching faculty at 
Norwalk Hospital. In addition to providing an 
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accredited graduate educational program for 
interns and residents, the faculty, under the 
supervision of the Director of Medical Educa- 
tion, provides instruction in special medical 
areas for student nurses. 

The hospital’s educational program is affil- 
iated with the Regional Hospital Plan of New 
York University-Bellevue Medical Center and 
is associated with the faculty of Yale University 
School of Medicine. A number of the Attend- 
ing Physicians who participate in the hospital 
program also maintain teaching affiliations with 
nearby university medical schools. 

The Director of Laboratories, Dr. Roy N. 
Barnett, and Dr. Chernow, besides conducting 
formal clinical pathological conferences regu- 
larly for the Attending and House Staffs, also 
plan and direct the hospital’s accredited School 
of Medical Technologists. Here student tech- 
nicians are taught all phases of clinical lab- 
oratory techniques—while Drs. Barnett and 
Chernow keep abreast of latest advances. 

But the practicing physician at Norwalk 
Hospital is not the only one who learns by 
teaching. Residents of specialty services and 
interns are also encouraged to serve as discus- 
sion leaders during the presentation of prob- 
lem cases before an audience of Atteuding 
Physicians as well as House Staff officers. 

It is precisely this give and take of knowl- 
edge that makes the physician’s role as teacher 
indispensable to his duty as a never graduated 
learner. 
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1. VAGISEC liquid and jelly 2. VAGISEC’s three active 3. Water is forced through the 
penetrate and dissolve ingredients* permeate the weakened cell wall, causing 
vaginal mucus, exposing cell’s membrane, remove trichomonad to swell and 
even deeply embedded waxes and lipids, denature explode. All within 15 


trichomonads. 
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Specific therapy for vaginal trichomoniasis 


VacisEc® liquid and jelly. “Many other chemicals 
stop motion and we have assumed that the organisms are 


dead, but with [VaGIsEc] there can be no doubt, since only 
fragments remain.”? 


The first office treatment with VAGISEC brings 


immediate symptomatic relief. With the very first 
office treatment, Decker? achieved immediate relief of 


acute symptoms in all 64 cases of acute trichomoniasis 
studied. 


Cure rates as high as 96% with VAGISEC con- 
firmed by negative cultures for three consecutive 


months. Roberts and Sullivan? successfully treated 96% 
(48 of 50) vaginal trichomoniasis patients with VAGISEC, all 
of whom remained flagellate free, as proved by repeated 
negative cultures for three months after treatment. Gior- 
lando and Brandt,* and Weiner5 were equally successful 
with VAGISEC, curing 93.1% (54 patients of 58), and 90.2% 


(46 patients of 51) respectively, by means of the VAGISEC 
technique. 


To prevent re-infection—RA MSES* for the hus- 
band. As Romney® points out, “. . . therapy which is di- 
rected solely towards the female patient is unrealistic and 
ineffectual.” Husbands readily cooperate when you pre- 
scribe RAMSES, the prophylactic with “built-in” sensitivity. 
References: 1. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 
2. Decker, A.: New York J. Med. 57: 2237 (July 1) 1957. 3. 
Roberts, C. L., and Sullivan, J. J.: West. Med. 7:12 (Apr.) 1960. 
4. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 
76:666 (Sept.) 1958. 5. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 
1958. 6. Romney, S. L.: M. Sc. 8:235 (Aug. 25) 1960. 


VaGisec and RAMSES are registered trade-marks of Julius Schmid, wil 


VAGISEC 


*Active ingredients in VaGisec liquid: Polyoxyethylene nonyl phe- 
nol, sodium ethylene diamine tetra-acetate, sodium dioctyl sulfosuc- 
cinate. In addition, VaGtsEc jelly contains alcohol 5% by weight. 


- : 423 West 55th Street 
Julius Schmid, Inc. New York 19, N. Y. 
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Better control of seizures, plus the emotional 
support of “physician-educated” parents, 

can greatly aid the child with epilepsy to prepare 
for normal social relationships— before she 
starts school. 

Mebaral offers highly effective control of 

most types of epilepsy, especially major motor 
seizures in children. It reduces the number 

and severity of seizures—without producing 
sedative daze or lowering learning capacity. 
Mebaral is unsurpassed in safety. It is one of 
the best tolerated and “...least upsetting of all 
forms of therapy”! for epilepsy. Even when 
used repeatedly year after year, Mebaral rarely 
produces toxic reactions or ill effects. 
Mebroin®, a synergistic combination of Mebaral 
and diphenylhydantoin, provides maximal 
control of seizures with minimal toxicity. Side 
effects are infrequent. Each relatively tasteless 
tablet combines 90 mg. of Mebaral with 

60 mg. of diphenylhydantoin. 

1. Robertson, E. G.: Postgrad. Med. 25:31, 

Jan., 1959. 
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For epilepsy at any age 


Mebaral 


Brand of mephobarbital 


Mebaral dosage: Children under 5 years, from 
16 to 32 mg. (% to % grain) three or four 
times daily; over 5 years, from 32 to 64 mg. 

(% to] grain) three or four times daily. Adults, 
from 400 to 600 mg. (6 to 9 grains) daily. 
Mebroin dosage: Children under 6 years, 

¥% tablet once or twice daily; over 6 years, 

1 tablet two or three times daily. Adults, 1 or 

2 tablets three times daily (average dosage). 

How Supplied: Mebaral tasteless tablets of 

200 mg. (3 grains), 100 mg. (1% grains), 50 mg. 
(% grain), and 32 mg. (2 grain), bottles 

of 100. Mebroin virtually tasteless tablets, 
bottles of 100 tablets. 


(|, Jithnop LABORATORIES 
New York 18, N. Y. 
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In asthma: 
a Nephenalin tablet for “air in a hurry” 


...and calm...and quiet breathing 


For the ambulant asthmatic you can prescribe “air in a hurry” with 
NEPHENALIN®, a tablet that relieves asthma with utmost speed and pre- 
vents further attack for hours. Placed under the tongue, the NEPHENALIN 
tablet quickly releases 10 mg. of isoproterenol HCl, the potent homologue 
of epinephrine, for immediate opening of the airway. Swallowed, the 
NEPHENALIN tablet provides theophylline (2 gr.), ephedrine (% gr.) and 
phenobarbital (4% gr.), for sustained protection from asthmatic seizure. 
Bottles of SO tablets. For children: NEPHENALIN Pediatric. 


Shes. Leeming New York 17, N.Y. 
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INOPERABLE MAMMARY CARCINOMA 


SEVERE DEBILITY 


UNDERWEIGHT CHILDREN 


The broad usefulness of long-acting 


anabolic therapy with Durabolin’ 


DuRaBOLIN (nandrolone phenpropionate) is a po- 
tent long-acting anabolic stimulant. In many types of 
illness and injury, DURABOLIN helps speed recovery 
by reversing catabolic processes, rapidly establishing 
positive nitrogen balance. A single intramuscular in- 
jection weekly or bi-weekly for 12 weeks provides 
effective anabolic stimulation with little risk of viriliz- 
ing or hepatotoxic effects. And, because long-acting 
DuRABOLIN is given parenterally, you can be certain 


Organon Inc., West Orange, N. J. 


OSTEOPOROSIS 


your patient has received the correct dose, observe 
his progress directly. 

Dosage: Adults: 50 mg., then 25 to 50 mg., i.m., 
weekly for twelve weeks. Children: 2-13 years— 
25 mg., i.m., every 2 to 4 weeks. Infants: half chil- 
dren’s dose. 

Supplied: DuRABOLIN (25 mg./cc.) 5-cc. vials, 1-cc. 
ampuls (box of 3). DuraBoLin-50 (50 mg./cc.) 
2-cc. vials. 


BEFORE AND 
AFTER SURGERY 


' 


the 
patientis 
accepting 
invitations 


again! 


Benztropine Methanesulfonate 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
It has the ability to control severe tremor and may control sialorrhea better than atropine.” Severe rigidity, 
contractures, and frozen states also respond to CoGENTIN.? Its prolonged action permits 24-hour control of 
symptoms with one bedtime dose.? 


Before prescribing or administering CocENTIN, the physician should consult the detailed information on use accompanying the package or available on request. 
Supplied: Tablets CoceNtIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CoGENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. 27:602, 1960. 3. A. M. A. Council on Drugs: 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CoGENTIN is a trademark of Merck & Co., Inc. 
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